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Abstract 
 Sensory input is imperative for individuals’ well-being and emotional health (Dunn, 
2001). The ability to correctly process incoming sensory information from the environment is 
integral to engaging in meaningful occupations. But individuals who have difficulty processing 
incoming stimuli may tend to avoid occupations that are over stimulating due to the inability to 
modulate their body’s response to sensory input. Trauma, such as sexual assault, is known to 
significantly alter an individual’s processing of the environment around them (Schumacher et al., 
2013). To date, no studies were found in the literature to determine if there is a difference in the 
way these individuals engage in their everyday occupations.  
 It is hypothesized that, as a result of sexual assault, an individual may alter their 
participation in everyday occupations. This change in behavior may lead to significant difficulty 
in accomplishing activities of daily living, social participation and leisure activities. Increasing 
the individual’s knowledge about sensory processing may allow the survivor to better understand 
their personal sensory preferences following the assault (Brown, 2001). Providing survivors of 
sexual assault with a working knowledge of sensory integration may be a useful step in the 
recovery process. Occupational therapy may be a central part of recovery for the individual who 
is experiencing difficulty regulating their sensory system due to sexual assault. By working 
closely with individuals who have experienced trauma during their recovery process from sexual 
assault, occupational therapists may be able to facilitate adaptive responses and coping 
mechanisms to empower the individual to effectively integrate noxious stimuli. Therefore, the 
occupational therapist can work to improve the individuals’ occupational functioning and regain 
satisfaction in their daily routines by gaining an in-depth understanding of their psychosomatic 
symptoms and developing appropriate coping strategies. 
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 This study explored how individuals who had experienced trauma engage in occupations 
and if individuals who have reported a history of sexual assault have altered participation in 
occupations that require touch. A pilot instrument was created to analyze college student’s 
engagement in occupations. Results were categorized in indices to isolate different areas of 
touch. 57 participants who had been sexually assaulted and 347 participants had not been 
participated in the study.   Results indicate that sexual assault, not other forms of trauma like 
mugging or car accidents, had a statistically significant effect on an individual’s participation in 
everyday occupations. 
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Chapter 1: Introduction 
Background 
Sensory input is instrumental for individuals’ well-being and emotional health (Dunn, 
2001). The ability to efficiently process incoming sensory information from the environment is a 
necessary requisite to engaging in meaningful occupations. “Discrimination of sensations… 
including multi-sensory processing [and] sensory memory,” are client factors that “reside within” 
us (American Occupational Therapy Association [AOTA], 2008, p. 635) and are demonstrated in 
the actions that are performed as individuals utilize performance skills to “locate, identify, and 
respond to sensations” (AOTA, 2008, p. 670). The ability to perceive information from the 
environment and process it, impacts everyone’s performance in their day to day occupations 
(AOTA, 2008) and the inability to effectively process this sensory stimuli may result in 
decreased engagement in meaningful occupations (Kinnealy, Oliver, & Wilbarger, 2011).   
 Many factors can influence how individuals perceive and process information from their 
environment and among these factors is the experience of trauma. Every 2 minutes, someone is 
sexually assaulted in the United States, resulting in a yearly average of 207,754 cases (The Rape, 
Abuse & Incest National Network, 2013). “Any type of sexual contact or behavior that occurs 
without explicit consent of the recipient” is considered to be sexual assault (United States 
Department of Justice, 2014c, para. 2). Sexual assault can have lasting implications for survivors 
including medical, psychological, legal (Linden, 2011 p.834), and potentially sensory processing 
challenges (Moore & Henry, 2002; Abernathy, 2010). Because trauma influences an individual’s 
ability to process sensory information, it is important for us, as occupational therapists, to 
understand the impact this may have on an individual’s ability to engage in meaningful 
occupations. 
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Problem 
 Client factors have a significant impact on an individual’s ability to process sensory 
stimuli; trauma, such as sexual assault, is known to significantly alter an individual’s sensory 
processing of the environment around them and may subsequently alter an individual’s 
occupational behavior. Specifically, the aftereffects of sexual assault are experienced on a 
psychosomatic level (Engel-Yeger, Palgy-Levin & Lev-Wiesel, 2013). Touch, specifically 
unexpected touch, is an area of sensory processing that may be particularly difficult for survivors 
of sexual assault due to their heightened response system (Dunleavy & Slowik, 2012). Survivors 
of sexual assault are known have increased startle reflexes (Dunleavy & Slowik, 2012), similar 
to individuals with PTSD; in this case an unexpected tap on the shoulder may be as alarming as a 
car backfiring. This heightened awareness and constant state of being on edge, especially in 
acute phases of recovery, may result in a difficulty engaging in occupations, especially those 
occupations that involve touch. To date, no studies were found in the literature to determine if 
there is a difference in the way these individuals engage in their everyday occupations.  
Rationale/Significance 
 It is hypothesized that, as a result of sexual assault, an individual may alter the way in 
which they participate in everyday occupations. This altered engagement in occupations 
following a traumatic event may stem from an individuals’ impaired sensory processing 
performance skills which may result in a decreased ability to engage in work tasks, social 
participation,  leisure activities, and engagement in meaningful occupations. A phase of 
disorganization of the underlying sensory processing mechanisms can be seen post trauma 
(Burgess, 1974, p. 982). This disorganization may alter an individual’s performance skills 
leading to new ways of engaging in daily life occupations. Survivors may choose to engage in 
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activities where they are in control of their environment and reduce unexpected stimuli in an 
attempt to better modulate their adaptive responses. During the acute phase of recovery survivors 
are in a heightened state of awareness and may demonstrate an increased startle response, 
particularly in response to touch and un-expected touch. Occupational therapy intervention for 
these sensory processing challenges can include sensory integration therapy and may be a central 
part of the recovery for an individual who is experiencing difficulty regulating their sensory 
system due to trauma. By working closely with these individuals, the occupational therapist can 
work to improve their occupational functioning, and regain satisfaction in their daily routines by 
gaining a better understanding of their symptoms and assist to develop appropriate adaptive 
responses. 
Definition of Terms 
For the purposes of this study, the following terms are defined. 
Activity demands are “the aspects of an activity; which include the objects and their physical 
properties, space, social demands, sequencing or timing, required actions or skills, and 
required underlying body functions and body structures needed to carry out the activity” 
(AOTA, 2008, p 638). 
Activities of daily living (ADL)  are activities that are oriented to the personal care of one’s body, 
including: bathing and showering, bowel and bladder management, dressing, eating, 
feeding, functional mobility, personal device care, personal hygiene and grooming, 
sexual activity, sleep/rest, and toilet hygiene (AOTA, 2008, p. 631). 
Adaptive coping is used to mediate the effects of trauma and help control self-blame (Najdowski, 
& Ullman, 2009).  Using adaptive coping allows the individual to alter the situation or 
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control their response to the situation to improve their comfort level (Thompson, Mata, 
Jaeggi, Buschkuehl, Jonides, & Gotlib, 2010).  
Adaptive response is a “purposeful, goal-directed response to a sensory experience” (Ayres, 
1979, p.6).  Lane and Miller further states than an adaptive response is known as “an 
efficient and effective response to a challenge or demand (an effective environmental 
interaction)” (2000, p. 1).  
Disassociation is described as a “mechanism that allows the mind to separate or 
compartmentalize certain memories or thoughts from normal consciousness. These split-
off mental contents are not erased. They may resurface spontaneously or be triggered by 
objects or events in the person's environment” (Frey, 2013, para. 2).  
External trigger is a result of things located in the environment, not only limited to: visual, 
auditory, olfactory, or tactile senses; the stress may also be triggered by a situation, 
especially one filled with stress or danger (Matsakis, 1998). 
Flashback  can be perceived as an “involuntary sensory image[s] of the traumatic scene”  
(Whalley, Kroes, Huntley,  Rugg,  Davis, & Brewin 2013, p. 151). Typically, flashbacks 
are certainly experienced as aversive by PTSD patients, and “exist on a continuum, 
ranging from complete loss of awareness to surroundings to a milder experience of 
reliving in the present” (Brewin, 2001; Whalley et al., 2013, p. 157). 
Internal trigger refers to the body’s physical state that is reminiscent of trauma, including 
emotional states, fatigue, sexual arousal or hunger (Matsakis, 1998). 
Instrumental activities of daily living (IADLs) are those activities that “support daily life within 
the home and community that often require more complex interactions than self-care used 
in ADL” (AOTA, 2008, p. 631). 
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Occupational performance is the “ability to carry out activities in daily life [including] activities 
in the areas of occupation” (AOTA, 2008, p. 650). These activities may include: ADL 
[activities of daily living] (also called BADL, and PADL), IADL [instrumental activities 
of daily living], education, work, play, leisure, and social participation (AOTA, 2008). 
Performance patterns describe the “habits, routines, roles and rituals used in the process of 
engaging in occupations of activities” (AOTA, 2008, p. 641). Performance patterns are 
“developed over time and influenced by all other aspects of the domain” (AOTA, 2008, 
p.642).  
Performance skills are “the abilities clients demonstrate in the actions they perform” (AOTA, 
2008, p. 673). These include factors such as: motor and praxis skills, sensory-perceptual 
skills, emotional regulation skills, cognitive skills, communication and social skills 
(AOTA, 2008, p. 639). 
Post traumatic stress disorder (PTSD)  is defined in the Diagnostic and Statistical Manual of 
Mental Disorders Fifth Edition as the re-experiencing of the traumatic event in a 
recurrent, involuntary and intrusive recollections that usually include sensory, emotional, 
or physiological behavioral components (American Psychiatric Association [APA], 
2013). 
Rape is defined by the United States Department of Justice as the “penetration, no matter how 
slight, of the vagina or anus with any body part or object, or oral penetration by a sex 
organ of another person, without the consent of the victim” (United States Department of 
Justice, 2014b, para. 1).    
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Rape trauma syndrome (RTS) is the medical term given to the physical, behavioral, and 
psychological response that survivors have to rape. (Burgess, 1974; Keogh, 2007; Rape 
Crisis, 2013, para. 1).   
Routine is defined in the Occupational Therapy Practice Framework as “pattern[s] of behavior 
that are observable, regular, repetitive, and that provide structure for daily life” (AOTA, 
2008, p. 643). 
Sensation avoiding is a term used to describe “passive behavioral responses associated with a 
low neurological threshold” (Brown & Dunn, 2002, p.14). These sensory processing 
systems may result in deliberate actions to limit exposure to unwanted sensory stimuli, 
and limit unpredictable experiences (Brown & Dunn, 2002, p.14). 
Sensory defensiveness was defined by Wilbarger and Wilbarger as a "tendency to react 
negatively or with alarm to sensory input which is generally considered harmless or non-
irritating. Common symptoms may include over sensitivity to unexpected or light touch, 
sudden movement or over reaction to unstable surfaces, high frequency noises, excesses 
of noise or visual stimuli and certain smells" (as cited in Kinnealey, Oliver,& Wilbarger, 
1995, p.444).  
Sensory integration is a theoretical model of practice created by Jean Ayres that uses “enhanced 
sensory experiences in the context of a meaningful, self-directed activity to support a 
person’s ability to function adaptively and meet the contextual demands of daily 
occupations” (Watling & Dietz, 2007, p. 575). The term sensory integration has been 
described as “the neurological process that organizes sensation from one’s own body and 
the environment and allows for effectiveness use of the body within the environment” 
(Kielhofner, G., 2009, p. 224). 
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Sensory modulation was described by Kinnealey, Patten Koenig, and Smith as “the neurological 
regulation of the response to sensory stimuli” (2011, p. 320). 
Sensory modulation disorder is described by Kinnealey, Patten Koenig, and Smith as occurring 
“when behavioral responses are not graded in a way that is consistent with the situational 
demand and the range of emotional and attention responses cannot be appropriately 
graded” (2011, p.320). 
Sensory processing is an “an encompassing term that refers to the way in which the CNS and the 
peripheral nervous system manage incoming sensory information from the seven 
peripheral sensory systems” (Miller & Lane, 2001, p.2). More specifically Engel-Yeger 
and Dunn (2011, p. e2) describe it as “the ability to register and modulate sensory 
information and to organize this sensory input to execute adaptive responses to situational 
demands and thus successfully engage in daily occupations.” 
Sensory processing disorder (SPD) may be defined as an impairment in receiving, detecting or 
interpreting incoming sensory stimuli, and difficulty responding to stimuli appropriately 
(Miller, Coll & Schoen, 2007, p. 229). 
Sensory sensitivity describes an individual with a low neurological threshold, characterized by 
distractibility and discomfort with sensory stimuli (Brown & Dunn, 2002, p. 14). 
Sexual abuse is defined by the United States Department of Justice as the “coercing or 
attempting to coerce any sexual contact or behavior without consent. Sexual abuse 
includes, but is certainly not limited to marital rape, attacks on sexual parts of the body, 
forcing sex after physical violence has occurred, or treating one in a sexually demeaning 
manner” (2014a, para. 2). This abuse is classified as a form of domestic violence (United 
States Department of Justice, 2014a, para. 2). 
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Sexual assault is defined by the United States Department of Justice as “any type of sexual 
contact or behavior that occurs without the explicit consent of the recipient” (2014c).  
“Falling under the definition of sexual assault are sexual activities as forced sexual 
intercourse, forcible sodomy, child molestation, incest, fondling, and attempted rape” 
(United States Department of Justice, 2014c). 
Tactile defensiveness is described as a defensive response to touch which may manifest itself in 
multiple domains of an individual’s daily life, such as being bothered by the seam of a 
shirt, “primary physical social contacts such as being hugged…and adult intimacy” 
(Kinnealy, et al., 1995, p.445). 
Touch processing refers to “a person’s response to stimuli that touch the skin” (Brown & Dunn, 
2002, p. 15). 
Trauma informed care is a “universal precautions approach that is designed to be both 
preventative and rehabilitative in nature” (Yeager,  Cutler,  Svendson, & Sills, 2013, p. 
65). Research by Hopper, Bassuk, & Olivet has shown that there are four necessary 
components to providing trauma informed care: 1) trauma awareness, 2) emphasis on 
safety,  3) opportunities to rebuild control, and the 4) use of a strengths-based approach 
(2010, p.81-82). 
Triggers consist of smells, sounds, or images that evoke a memory of the traumatic event.  (Cara 
& MacRae, 2013, p. 268). 
Purpose of the Study 
 This study was proposed to build a knowledge base about how individuals who have 
experienced trauma go about their daily routines of engaging in occupations and how these 
routines may differ from those who have not had these traumatic experiences. Participants were 
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asked questions about their daily occupations, medical diagnoses, any history of sexual assault or 
previous trauma, and past life events that were thought to have an impact on an individual’s 
sensory system. The purpose of this study is to increase the occupational therapist’s 
understanding of how trauma may influence an individual’s sensory processing abilities in 
relation to functional performance.  
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Chapter 2: Literature Review 
Psychosomatic Complications Following Sexual Assault 
Individuals who have experienced severe trauma such as rape or sexual assault 
commonly experience a period of severe disorganization post trauma often referred to as Rape 
Trauma Syndrome (Rape Crisis, 2013). Rape Trauma Syndrome (RTS) is a “natural response of 
a psychologically healthy person to the trauma of rape…these symptoms do not constitute a 
mental disorder or illness” (Rape Crisis, 2013, para. 1). Some symptoms of RTS include a drop 
in school, work, or occupational performance; the experience of flashbacks to the rape; and a 
sense that the rape is happening again (Rape Crisis, 2013). Some people who have experienced 
sexual assault are later diagnosed with Post Traumatic Stress Disorder (PTSD), an anxiety 
disorder (Rape Crisis, 2013). Steenkamp, Dickstein, Salters-Pedneault, Hofman, & Litz,  report 
that “sexual assault has been shown to result in particularly high rates of post-traumatic stress 
disorder (PTSD) relative to other trauma, including other forms of interpersonal violence” (2012, 
p. 469).   
Current research has shown that “almost half of the women who have experienced adult 
sexual assault continue to suffer from Post Traumatic Stress Disorder (PTSD) several months 
following the trauma”  (Najdowski & Ullman, 2009, p. 43). Due to the nonresponsiveness to 
traditional and empirically validated treatment measures it is clear that “more research is needed 
to understand individual trauma survivors,” and by researching the effectiveness of specific  
interventions providers may be able to reduce suffering associated with trauma exposure (Leiner, 
Kearns, Jackson, Astin, & Rothbaum, 2012, p. 321). Women who have been raped comprise the 
largest portion of PTSD sufferers (Leiner et al., 2012). 
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Post Traumatic Stress Disorder is described in the new Diagnostic and Statistical Manual 
of Mental Disorders as the re-experiencing of the traumatic event in recurrent, involuntary and 
intrusive recollections that usually include sensory, emotional, or physiological behavioral 
components (APA, 2013). Individuals with PTSD “typically experience flashbacks and 
involuntary sensory images of the traumatic scene” (Whalley et al, 2013, p.151). These 
flashbacks may be triggered at any point during a survivor’s daily routine, having lasting 
implications on their activities of daily living (ADLS), instrumental activities of daily living 
(IADLS), education or work. “Avoidance of situations where symptoms might occur is a 
common strategy” used by individuals with PTSD (Cara & MacRae, 2013, p.268). Cara and 
MacRae identify areas of daily functioning that are impacted by anxiety disorders, such as 
PTSD, including work, social relationships, activities of daily living, and leisure activities 
(2013). Darves-Bornoz (2008) suggest that “shame and guilt may maintain the effects of trauma 
longer than other emotions,” noting that the severity of PTSD symptoms such as flashbacks was 
highest for non-disclosed events (as cited in Ogle, Rubin, Bernsten, & Siegler, 2013, p.431). 
Engel-Yeger, Palgy-Levin, and Lev-Wiesel, infer that “people with PTSD may suffer from 
impaired perception of sensory stimuli” (2013, p.269).  Paige, Reed, Allen, and Newtown (1990) 
stated that, “when people with PTS face intense stimuli, they enter a state of protective inhibition 
in which the central nervous system responses and the intense stimuli are dampened down to 
render them more tolerable” (as cited in Engel-Yeger et al., 2013, p.275).  Common 
psychophysiological  characteristics exist between people with Sensory Processing Disorder 
(SPD) and people with PTSD. The psychophysiological characteristics of trauma are experienced 
on spectrum, ranging from numbness (low sensory registration; high neurological threshold) and 
hypersensitivity (high sensory registration; low neurological threshold). It is common for an 
SENSORY PROCESSING POST SEXUAL ASSAULT 12 
 
 
 
individual to fluctuate between the 1) numbing of general responsiveness to environmental 
stimuli 2) to sensory hypersensitivity and avoiding stimuli associated with the trauma (Engel-
Yeger et al., 2013; Cara & MacRae, 2013).  
A person’s trauma triggers are activated through one or more of the five senses: sight, 
sound, touch, smell and taste (Sexual Assault Centre, 2008) and can be described as an all-
encompassing term that refers to anything that is reminiscent of past trauma resulting in a 
stressful emotional state, physical symptoms, or a flashback (Matsakis, 1998). Triggers are often 
perceived by others as non-noxious stimuli, such as an unexpected hug, a waft of perfume or 
cologne, or being in a crowded lecture hall. Triggers are unique to the individual experiencing 
them. According to the Sexual Assault Centre (2008, para. 7), “triggers are very personal; 
different things trigger different people”.  Triggering stimuli are recognized by the body’s 
sensory system as dangerous because that sensory memory is associated with an episodic 
memory of the traumatic event and may result in a flashback or dissociation (Rothschild, 2010 
p.66). During a flashback, the U. of Alberta, Sexual Assault Centre reports that an individual will 
re-experience the event with an “emotional intensity similar to that at the time of the trauma” 
(2008, p. 2). To avoid situations and stimuli that contain triggers to flashback(s), the survivor 
may begin to alter their performance patterns, including habits, roles and routines (Sexual 
Assault Centre, U., 2008). Kinnealy et al. report that “sensory hypersensitivity was found to be 
related to decreased community use and social skills” (2011, p.321). As a lasting result of sexual 
assault or traumatic events, these triggers may interfere with an individual’s occupational 
performance (Kinnealy et al., 2011).  
Because triggers can result in flashbacks to the traumatic event, “these flashbacks may 
make it less likely that an individual will put themselves in new situations,” resulting in limited 
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occupational engagement from the strict adherence to routines that have been created to avoid 
triggering stimuli (Martinson, Sigmon, Craner, Rothstein & McGillicuddy, 2012, p.4). This 
noxious sensory input often detracts from occupational performance in individuals with sensory 
processing disorders due to the time spent coping with their emotional reactions to sensory 
stimuli (Kinnealey, Patten Koenig, & Smith, 2011). Engel-Yeger et al. note that “the relationship 
between the impact of the exaggeration of stimuli apparent in a traumatic event and the person’s 
subsequent reactions to daily sensory incidents (such as unexpected noise or unexpected touch) 
has rarely been examined” (2013, p. 269). Specifically that “a lack of information exists 
regarding the relationship between SPD and PTSD symptoms in regard to all sensory modalities, 
and to the expression of SPD in daily living scenarios” (Engel-Yeger et al., 2013, p.269). 
People who have experienced sexual assault may experience initial and long term 
challenges (Litz, 2008; Sexual Assault Centre U., 2008; Smith, & Breiding, 2011). These 
challenges result from the individual’s heightened level of sympathetic arousal. Trauma affects 
the individuals’ nervous system by altering their arousal regulation (Warner, Koomar, Lary, & 
Cook, 2013). Dysregulation of the hypothalamus-pituitary-adrenal system has been associated 
with early traumatic experiences (Kaiser, Gillette, & Spinazzola, 2010). If the individual’s 
nervous system is already at a heightened level of arousal, they may experience a strong survival 
response to a new non-threatening stimulus is encountered (Kaiser et al., 2010). Engel-Yeger et 
al. suggest that “the SPD among people with PTS [post traumatic stress] symptoms contribute to 
the pathological emotional responses, some of which (for example, fear and higher anxiety level) 
were reported to be closely related to SPD” (Kinnealey & Fuiek, 1999; Meyer & Carver, 2000; 
Neal et al., 2002). Increased arousal and abnormal startle responses are characteristics of both 
sensory defensiveness and PTSD (Moore & Henry, 2002). 
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Underlying arousal regulation that produces affect and behavioral regulation 
through the sympathetic and parasympathetic nervous system is chronically 
overstimulated by the stress response system of the hypothalamic pituitary adrenal 
axis (HPA), which is either in overdrive or in complete shut down…The HPA 
system is driven by the subcortical structures of the brainstem and the limbic 
system and there is poor integration of “doing, thinking and feeling.” As a result, 
effective language and cognitive functions such as problem solving are not 
available (Warner et al., 2013, p.731). 
Trauma is specific to the individual’s experience and their individual “response patterns during 
trauma range from the potential to dissociate bits of experience to hyperarroused panic” (Kaiser 
et al., 2010, p. 701). The results of sexual assault may cause individuals to “disregard or ignore 
signals of pain, injury, alarm, danger, or pleasure that the body generates and may also 
disconnect from the body” (Schachter, Stalker & Teram, 1999). This disconnection from the 
body may also lead to dissociation, which is often an immediate coping mechanism for people 
who have experienced severe trauma, sometimes resulting in the ability to disassociate without 
their knowledge (Trappler & Newville, 2007). During a dissociative flashback individuals report 
that “the sensory impressions are re-experienced as if they were features of something happening 
right now, rather than aspects of memories from the past” (Ehlers, Hackman, Micheal, 2004, 
p.404). The sensory impressions experienced during a dissociative flashback suggest a somatic 
component of trauma that has the potential to be triggered by noxious stimuli.  
This avoidance behavior is developed as a natural adaptive coping strategy or defense 
mechanism to protect the individual from the trauma associated with re-experiencing the event 
(Cara & MacRae, 2013). Avoidance behavior in young children is especially damaging because 
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“lack of sensory stimulation could result in failure to develop the sensory pathways relating to 
the ability to accept comfort, think positively, and have hope” (Kaiser et al., 2010, p.701). An 
individual may feel themselves becoming defensive to sensory stimuli in their environment 
because “the recurrence of disturbing images, smells, sounds, or pains related to the initial 
incident (flashbacks) can occur along with disassociation from the present environment” 
(Dunleavy &Kubo Slowik, 2012, p.340). Wilbarger and Wilbarger (1995) believe that many 
individuals with histories of trauma, physical or sexual abuse are also sensory defensive (as cited 
in Moore & Henry, 2002). Sensory defensiveness can result in “stress and anxiety as well as 
behavioral patterns that develop around avoiding certain stimuli or coping with stimuli that are 
perceived as irritating” (Kinnealy et al., 1995, p.444).  
It has been suggested that there is an inextricable relationship between sensory 
defensiveness and emotions; as such it may be difficult to differentiate between defensive 
symptoms and emotional and behavioral symptoms (Moore & Henry, 2002).  As holistic 
practitioners, it is important for Occupational Therapists to identify the areas of occupation, 
performance skills and patterns, specific contexts or activity demands that may result in triggers 
for individuals who have experienced sexual assault or other traumatic events. Identification of 
triggers may enhance participation in meaningful occupations does not negatively impact their 
quality of life (Kinnealy et al., 1995). Using a holistic viewpoint, occupational therapists “may 
increase treatment success and enhance abilities to optimally function and participate in life 
activities which include intensive sensory stimulations” (Engel-Yeger et al., 2013, p.276). 
 Trauma Informed Care and Occupational Therapy 
 Litz (2008, p.503) advises us as practitioners to be “flexible, accepting, and respectful of 
the varied human response to trauma and the exigencies of posttraumatic contexts” in what he 
SENSORY PROCESSING POST SEXUAL ASSAULT 16 
 
 
 
calls trauma informed care. The National Executive Training Institute (NETI) defines trauma 
informed care as “mental health care that is grounded in and directed by a thorough 
understanding of the neurological, biological, psychological, and social effects of trauma” (as 
cited in Champagne, 2010, p. 219). Elliot, Bjelajac, Fallot, Markoff, and Reed describe trauma 
informed services as “those in which service delivery is influenced by an understanding of the 
impact of interpersonal violence and victimization on an individual’s life and development”  
(2005, p.462). Litz cautions that “any one-size-fits-all intervention for all who are exposed to 
trauma is not only infeasible, but for most, unnecessary, or for others too early and intrusive, and 
too little” (2008, p. 503). He further states that immediate interventions for individuals who have 
experienced trauma “should focus on helping individuals feel connected, validated, and safe and, 
when applicable, assist them to appreciate the experiences that should trigger help-seeking, 
create accurate expectations for care should it be needed, reduce stigma, and provide information 
about where to get care” (2008, p.504). People who have experienced sexual trauma would 
benefit from “formalized care based on sound research principles that is first and foremost 
responsive to human and practical needs” (Litz, 2008, p.504). This care could enhance an 
individual’s sense of agency and control “by reducing arousal, anguish, dysphoria and 
disconnection” (Litz, 2008, p. 504). This type of trauma informed care has yet to infiltrate 
“work-systems and culture (i.e. military), emergency rooms and so forth” (Litz, 2008, p.504) 
which is unfortunate because “service systems that do not subscribe to principles of trauma-
informed treatment or understanding the pervasive long-term impact of trauma may 
inadvertently create an invalidating environment” (Elliot et al., 2005, p. 463). 
Key mediators in positive outcomes of trauma recovery include symptom reduction and 
enhanced functioning (Litz, 2008). Elliot et al. (2005, p. 465) state that an “empowerment model 
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is essential to recovery from the overwhelming fear and helplessness that is the legacy of 
victimization,” suggesting a niche for a client centered domain like occupational therapy. 
Successful methods of treating trauma symptoms include: exposure therapy, cognitive therapy, 
and stress management techniques (Bisson, 2008). Cognitive therapists work with the individual 
to identify and modify their reactions through a combination of cognitive therapy and exposure 
therapy (Bisson, 2008). Van der Kolk (2002) postulated that “for therapy to be most effective for 
individuals with complex adaptation to trauma, it must provide integration and processing of 
disruptive emotions and sensations” (as cited in Kaiser et al., 2010, p. 703). Rothschild (2010) 
believes that a key to understanding flashbacks is based in understanding the body’s sensory 
system, and due to occupational therapists’ extensive knowledge of the body’s sensory 
processing systems they would be a valuable asset to a healthcare team providing trauma 
informed care. Trauma informed care is a necessary component of holistic healthcare because 
“research suggests that PTSD, dissociation, and coping strategies may be risk factors for IPV 
[intimate partner violence] revictimization” (Iverson, Litwack, Pineles, Suvak, Vaughn, & 
Resick, 2013, p.103). 
The Impact of Sensory Avoiding Behavior on Occupational Engagement 
 Sensory avoiding behaviors occur when an individual is over-responsive to sensory input.  
“This vulnerability to the environment and decreased coping strategies may lead to significant 
restrictions in daily activities in order to avoid anxiety and distress, and greatly influences all 
aspects of life” (Cara & MacRae, 2013, p. 292). For example, if an individual has tactile 
defensiveness, they may avoid wearing clothes with tags, avoid touching others, or avoid going 
to crowded locations out of fear of being touched (Gallagher & Weigel, 2005). Tactile 
defensiveness and other sensory avoiding behaviors may impair an individual’s ability to 
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adaptively navigate their space and social demands, and effectively sequence or time their 
activities. Research has shown that sensory hypersensitivity is “related to decreased community 
use and social skills,” suggesting that individuals with tactile defensiveness may have decreased 
occupational performance patterns stemming from their sensory avoiding behaviors (Kinnealey, 
Patten Koenig, & Smith, 2011, p.320).  
What is Sensory Integration? 
 Sensory integration is a concept developed by Dr. A. Jean Ayres, an occupational 
therapist. She describes sensations as “energies that stimulate or activate nerve cells and initiate 
neural processes” and further defines integration as “a type of organization... to bring[s] together 
or organize various parts into a whole” (Ayres, 1979, p.4). To put it simply, “sensory integration 
is the organization of sensation for use” (Ayres, 1979, p.5).  
 Ayres described sensory information as food for the brain, because sensation provides 
“energy and knowledge needed to direct the body and mind…[Sensory integration] puts it all 
together,” (1979, p.5). 
The brain locates, sorts, and orders sensations-somewhat as a traffic policeman 
directs moving cars. When sensations flow in a well-organized or integrated 
manner, the brain can use those sensations to form perceptions, behaviors and 
learning. When the flow of sensations is disorganized, life can be like a rush-hour 
traffic jam (Ayres, 1979, p. 5).  
 Ayres describes sensations as “streams of electrical impulses…[that] must be integrated 
to give them meaning. Integration is what turns sensation into perception” (1979, p. 6). This 
perception is derived from how “we perceive our bodies, other people, and objects because our 
brain has integrated the sensory impulses into meaningful forms and relationships” (Ayres, 1979, 
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p.6). Significant trauma experience is thought to alter an individual’s perceptions of sensory 
stimuli, due to altered perceptions of the environment based on past negative events such as 
abuse or sexual assault. Sensory integrative therapy has been found to be effective for 
populations who have experienced trauma, where the therapist uses sensory based approaches to 
improve body awareness (Warner, Koomar,  Lary,  & Cook, 2013). 
 The goal of sensory integration therapy is to “improve the effectiveness and efficiency of 
processing and co-ordinating sensory information,” in order to increase an individual’s 
functional performance abilities (Wright, 2010, para. 2). Ayres believed that “therapy involving 
sensory stimulation and responses to stimulation is often more effective than drugs, mental 
analysis, or rewards and punishments in helping the dysfunctional brain correct itself” (1979, 
p.135).   
Sensory Integration Therapy as a Trauma Treatment Method 
An understanding of the body’s sensory system can help occupational therapists to 
develop interventions to ease the impact of flashbacks, which may enhance the recovery process 
for individuals who have experienced sexual assault (Rothschild, 2010).  Sensory supportive 
interventions are commonly used with individuals to increase adaptive responses, enable 
participation in meaningful activities and roles, and increase quality of life (Champagne, 2010). 
It is known that “adults who are overresponsive to environmental stimuli appear to experience 
everyday life differently from other adults,” and they report daily experiences being more 
difficult (Kinnealy, et al., 2011, p.320). Sensory modulation focuses on increasing an 
individual’s sense of safety and security through the use of the therapeutic relationship 
(Champagne, 2010). Due to occupational therapists’ specialized knowledge of sensory 
processing they may work with the individual to identify the sensory components of their daily 
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routines that may trigger flashbacks. By identifying the specific sensory components of each 
activity that correlate with the individual’s trauma experience, the occupational therapist can 
work with the individual to create an activity analysis to decrease discomfort within their daily 
routine. Using an activity analysis to analyze the individual’s daily routine may allow the 
individual to begin to understand the impact of the sensory components and empower the 
individual to understand the functional implications of their trauma (Gilboa-Schechtman & Foa, 
2001). 
Sensory integration therapy may be a natural tool to use in this process because “trauma 
can disrupt the natural regulation of sensory perception, fooling us that there is danger when 
there is not and vice versa” (Rothschild, 2010, p.64). Sensory integration therapy may provide a 
sense of ease to the individual because “a sense of control over one’s own body is very important 
for people who have been abused in the past” (Elliot et al., 2005, p.473). Sensory integrative 
therapy enables the participant to be the active seeker of sensory stimuli (Schaaf & Davies, 2010, 
p.364). Being an active participant in sensory stimuli, rather than a passive recipient, allows the 
formation of an adaptive response which allows the brain to develop and organize itself (Ayres, 
1970, p.6).  Being an active participant in a sensory integrative therapy treatment plan may help 
to re-gain a sense of empowerment and control for individuals who have experienced sexual 
assault. 
A Sensory Based Trauma Treatment Approach 
 With the high rate of sexual assault in the United States, the potential psychosomatic 
complications for survivors create a significant need for sensory based occupational therapy 
treatment. A significant minority of women with rape-related PTSD do not respond to traditional 
PTSD treatment methods (Leiner et al., 2012), creating a need for alternative treatment methods 
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to be developed to directly address the sensory components of sexual trauma. “Effective 
intervention should [also] include enabling and empowering a person through insight into his or 
her sensory makeup and guidance in developing and maintaining social supports (Kinnealy et al., 
2011, p. 326).  Engel-Yeger and Dunn  note that “extreme responses to sensory stimuli 
(including pain) interfere with successful participation in daily living,” suggesting that if the 
perception of this sensory stimuli could somehow be normalized, then individuals could 
participate more successfully in their daily lives (2011, p. e7). Kinnealy et al. suggest that an 
individual can improve their quality of life through a lifestyle that promotes sensory self-
regulation, positive social supports and occupational choice (2011). Positive social supports are  
important because research indicates that interpersonal interactions are an important source of 
sensory experience (Kaiser et al., 2010; Kinnealy et al., 2011). It is important for occupational 
therapists to identify sensory processing and trauma factors that may adversely influence 
functional performance and development (Champagne, 2010). Trauma research by Ogle et al. 
(2013, p. 432) reveals that “a growing number of studies have shown that severe trauma during 
childhood, especially experiences that are interpersonal in nature (e.g. prolonged childhood 
sexual abuse), can result in impairments and dysregulation in more diverse domains of 
functioning (e.g. affective, relational, identity) compared to similar traumas that occur later in the 
life cycle, such as adulthood sexual assault” (as cited in Cloitre et al., 2010). Sensory based 
therapy has been shown to have positive effects in adults with prior history of trauma (Moore & 
Henry, 2002). Additionally, sensory modulation is considered a promising and emergent practice 
area within general mental healthcare services (Champagne, 2010; National Executive Training 
Institute, 2003). 
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 Sensory Motor Arousal Regulation Treatment (SMART) is a method of sensory 
integrative therapy developed specifically for use in an outpatient clinic setting for use with 
children and adolescents who had experienced trauma (Warner et al, 2013). SMART serves the 
goal of improving body awareness and ‘befriending’ the body, a distinct problem for people who 
have been physically and sexually abused” (Warner et al, 2013, p. 738). 
 The Sensory Learning Program (SLP), developed by Mary Bolles utilizes three forms of 
sensory integration intervention: visual, acoustic, and vestibular (Kaiser et al., 2010). The goal of 
SLP is to “create interaction effects among the visual, auditory, and vestibular systems, resulting 
in overall improvement in SI,” to allow the individual to feel safe in their own body (Kaiser et 
al., 2010, p. 703). SLP theory is based on the premise that the body’s systems are inhibited by 
trauma but retain the potential to be restored (Kaiser et al., 2010). Research shows that “response 
patterns during trauma range from the potential to dissociate bits of experience to hyperaroused 
panic” (Kaiser et al., 2010, p. 701). Van der Kolk (2002) proposed that for therapy to be 
successful, “it must provide for integration and processing of disruptive emotions and sensations 
and not merely cognitive inhibition of these arousal states” (as cited in Kaiser et al., 2010, p. 
703).   
 A Controlled Pilot-Outcome Study of Sensory Integration (SI) in the Treatment of 
Complex Adaptation to Traumatic Stress by Kaiser, Gillette and Spinazzola (2010) explored this 
bottom-up approach to trauma treatment using SLP treatment method. The study consisted of a 
30 day multimodal intervention of the SLP incorporating three forms of SI intervention: visual, 
acoustic, and vestibular. These systems are developmentally and physiologically linked; the goal 
of SLP is to “create interaction effects among the visual, auditory, and vestibular systems, 
resulting in overall improvement in SI” (Kaiser et al., 2010, p. 703). It was hypothesized that 
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“individuals with a history of childhood trauma who were treated with SLP in combination with 
regular psychotherapy would show improvement in traumatic stress symptoms beyond what 
similar individuals in regular psychotherapy alone accomplish” (Kaiser et al., 2010, p. 705). This 
study was comprised of 10 individuals with a history of childhood interpersonal trauma (six out 
of the ten individuals reported sexual abuse) who engaged in a 30 day SLP program. Results of 
the study should be considered preliminary and further outcome research is needed to determine 
the efficacy of this treatment modality. However, after completing the program, differential 
changes in visual integration were detected, which suggests the potential benefit of applying SI 
as an adjunctive intervention in the treatment of complex adaptation to traumatic stress (Kaiser et 
al., 2010).  
 Future research of sensory integrative modalities in treating traumatic stress should be 
guided by occupational therapists due to their in depth knowledge of sensory processing and 
holistic treatment perspective. Sensory integration may be a powerful tool in an individual’s 
recovery process (Brown, 2001; Kaiser et al., 2010). The occupational therapist’s role in helping 
the individual understand their sensory experiences will “advance thinking about the contribution 
of sensory processing to [the] understanding of the human experience both in the typical course 
of the day and as it might interfere with living a satisfying life” (Dunn, 2001, p.608). Sensory 
Integration theory views the individual as in control;  which is empowering, just as “seeing each 
woman as the expert on her own life, and giving her maximum choice and control over her 
recovery process is the beginning of helping her to view herself in a more empowering way” 
(Elliot et al., 2005, p.474). With occupational therapy’s extensive background in sensory 
integration, the profession is an appropriate provider of sensory integrative trauma centered care 
approach because occupational therapists are able to adapt “the frequency, intensity, and duration 
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of activities” utilized during treatment (Champagne, 2010, p. 216). The therapy provider’s ability 
to adapt is important because clients with trauma histories can easily become overwhelmed or 
triggered if the type or intensity of stimulation is perceived as too much, if the pace is too fast, or 
if the stimulus is similar to the trauma experience (Champagne & Tewfick, 2010, p. 216). The 
client centered nature of occupational therapy, combined with sensory integration focused 
treatment is a natural combination for trauma informed care within occupational therapy.  
Purpose 
  The aim of this pilot study was to build a knowledge base about how individuals who 
have experienced sexual trauma go about their daily routines and how these routines may differ 
from those who have not had these traumatic experiences.  Trauma is known to result in a 
heightened state of arousal for survivors (Alexander & Kuntz, 2012) and “extreme responses to 
sensory stimuli (including pain) interfere with successful participation in daily living” (Engel-
Yeger & Dunn, 2011, p. e7) creating a need for occupational therapy services to learn to cope 
with sensory processing post sexual trauma. Participants were surveyed about their daily 
occupations, and the results of individuals who have experienced trauma and individuals who 
have not were compared. The purpose of this study is to increase the occupational therapist’s 
understanding of how trauma may influence an individual’s sensory processing abilities in 
relation to functional performance. 
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Chapter 3: Methodology 
Hypothesis 
 It is hypothesized that, as a result of having experienced sexual assault, an individual may 
alter their participation in everyday occupations. 
Research Question 
 Is there a difference in the way individuals who have reported a history of sexual assault 
perceive occupations that require touch as compared to the way that individuals who have not 
reported sexual assault perceive occupations that require touch?   
Limitations, Delimitations, Assumptions 
 As with any voluntary response survey, caution must be used in assuming the people who 
chose to respond are representative of the population of interest.  In this study 3000 individuals 
were invited to participate, of whom 471 started the survey and 404 answered most of the 
questions.  For part of the analysis which looked at a specific group of questions, 350 
participants answered all of the relevant questions.  Also this study is an observational study 
which can show associations but is not proof of causal association.  
Delimitations of this survey include:  1) the use of a sample of randomly selected from 
students currently enrolled at Ithaca College in New York State; 2) a stratified sample based on 
five levels of enrollment (freshman, sophomore, junior, senior, graduate) which yielded an 
unequal distribution because of the disproportionate number of graduate students (470 as 
compared to 6,200 undergraduate students); 3) the use of a self-report survey design, and 4) the 
use of a new, non-standard survey.  
One of the assumptions of this study was that individual survey respondents answered 
questions honestly.   
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Subjects and Selection Method  
 Following approval of the All College Review Board for Human Subjects Research 
(HSR) the researcher requested email addresses from the Ithaca College Registrar. Subject 
selection was made using a random stratified sample of Ithaca College students: 700 freshmen, 
700 sophomores, 700 juniors, 700 seniors, 200 graduate students. This stratification was roughly 
proportional to the student population totals in these categories. Out of a 6,670 student body, a 
sample of 3,000 students at Ithaca College were emailed a survey. A follow up reminder was 
sent two weeks after the initial email. Of these students, 471 students initiated the survey and 404 
students completed it. 
Operationalization of Concepts into Variables 
The independent variable in this study is the experience of sexual assault; and the 
dependent variable is altered participation in everyday occupations. Experts in the field of 
sensory integration and sexual assault were consulted to identify specific areas of occupations 
that an individual who had experienced trauma may experience difficulty with. Questions were 
formatted around occupations that a typical college student would engage in. During question 
design Amy Lynch, an expert in sensory integration, raised the issue of measuring ‘expected’ 
and ‘un-expected’ touch to see if sensory input was affected by an individual’s startle response 
(A. Lynch, personal communication, August 20, 2013). 
Measurement Instrument(s) 
Survey questions were constructed using the description and list of daily occupations 
from The Occupational Therapy Practice Framework: Domain and Process (AOTA, 2008), 
picking out those typical for college age students (activities of daily living, instrumental 
activities of daily living, social participation, education) and constructing survey items that 
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reflect those occupations that require the sensory stimuli of touch (ex. applying lotion, being 
greeted with a handshake or a hug, changing clothes at the gym, etc.). Particular attention was 
paid to items that could be understood by individuals who aren’t familiar with occupational 
therapy, which are appropriate to the environmental contexts experienced by a college student. 
Questions were constructed in four categories using the following characteristics of 
touch: “Passive/Active Touch”, “Expected/Unexpected Touch”, “Social/Non-social Touch”, and 
“Deep/Light Touch.” The “Passive/Active” category was derived from principles of sensory 
integration where the individual needs to be in control of their sensory stimuli (Kinnealey,  
Oliver,& Wilbarger, 1995) and includes 19 questions. The decision to include an 
“Expected/Unexpected” category was derived from personal communication with Dr. Amy 
Lynch, OTR/L, SCFES (August 20, 2013), sensory integration expert at The Children’s Hospital 
in Philadelphia, Pennsylvania and includes 26 questions. The “Social/Non-Social” category was 
created to look at touch required by socially induced sensory stimuli as compared to 
independently initiated sensory stimuli and includes 40 questions. Deep pressure touch is 
thought to be soothing, due to the stimulation of the proprioceptive receptors in a person’s joints 
while light pressure touch is thought to be alerting (Kinnealey, Oliver, & Wilbarger, 1995). 
Occupations that require these two characteristics are included with 13 questions. Questions 
included in these four categories can be found in Appendix C. 
As this was an exploratory pilot study with anonymous participants, there were no formal 
external measures of validity. To attempt to maximize validity, extensive field testing was 
completed using experts in the field of sensory processing and sexual assault. It was developed 
with input from Dr. Amy Lynch (OTR/L, SCFES), a sensory integration expert from the 
Children’s Hospital of Philadelphia; Luca Maurer (Sexuality Counselor, Sexuality Educator) the 
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LGBT Education, Outreach & Services Program Director at Ithaca College; Devon Ritz a 
Sexuality Educator at Planned Parenthood of the Southern Finger Lakes as well as the 
Occupational Therapy Faculty at Ithaca College, some of whom have expertise in sensory 
processing disorders.   Feedback from these individuals was incorporated into later drafts of the 
survey items as well as the overall survey design.  Dr. Lynch was consulted during the design 
process due to her expertise in the field of sensory processing (A. Lynch, personal 
communication, August 20, 2013). Validity was enhanced by field testing which was conducted 
using expert opinion of researchers in the field of sexual assault (D. Ritz, personal 
communication, September 15, 2013).  
Gathering, Analyzing and Interpreting Data  
Data collected consisted of participants’ answers to survey questions, many of which 
were on a Likert scale: strongly disagree, disagree, neutral, agree, strongly agree. A Likert scale 
was utilized because it is a widely used and quantifiable method of self-report from participants 
and is similar in design to the Likert scale used in the Adolescent/Adult Sensory Profile, a 
standardized measure of sensory processing created by Catana Brown, PhD, OTR, FAOTA, and 
Winnie Dunn, PhD, OTR, FAOTA  (2002). 
Data was collected online and stored electronically using Qualtrics software. Statistical 
analysis was performed with the aid of IBM SPSS and MINTAB statistics software.  An index 
was created to investigate the research question “as a result of sexual assault, an individual may 
alter their participation in everyday occupations” based on respondents’ answers to those 
questions which addressed altered participation.  In addition, eight indices were created 
corresponding to the categories used in creating the questions: “Passive/Active Touch”, 
“Expected/Unexpected Touch”, “Social/Non-social Touch”, and “Deep/Light Touch.”   In each 
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case, questions used in the indices were scored on a scale from 1 to 5 (with 5 being the choice 
indicating lowest touch aversion/lowest degree of altered behavior) and indices were derived 
from the sum of these scores.  This analysis was done based on the replies of the 350 respondents 
who answered all of the questions contained in at least one of the indices. Due to the different 
numbers of questions in different indices, the indices had different numerical ranges.  To 
compare different indices graphically, scores were standardized to mean 0 and sd 1 within each 
index. 
For each of the nine indices, scores were compared between respondents who reported 
having experienced sexual assault with those who did not.  In particular independent sample t-
tests were performed to test the equality of mean index scores between the two groups.  The p-
values reported were for 2-tailed tests with no assumption of equal variance.  The distribution of 
the scores in all cases showed the absence of severe outliers or skewness, justifying the use of 
this test especially in light of the relatively large sample size (n1 = 257,  n2 = 93).   Since there is 
disagreement in the literature on the appropriate interpretation of Likert scale based data, 
analysis was also done using non-parametric Whitney-Mann analysis for comparison.  The 
Whitney-Mann analysis and t-test analysis agreed in all cases.  Comparisons were also 
completed for the indices based on gender and based on experience with other trauma (auto 
accidents and muggings).  Finally, exploratory comparisons were completed using Whitney-
Mann analysis on individual questions to determine which responses differed the most based on 
history of sexual assault.  Because of the large number of questions asked, caution is needed to 
assume statistical significance of differences for individual questions without correcting for 
multiple comparisons.      
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Chapter 4: Results  
 Survey participants were asked if they had previously experienced trauma of mugging, 
car accidents, or sexual assault, and their answers were compared within the nine indices.  
The indices of Passive Touch (p~0.005), Unexpected Touch (p~0.003), Social Touch 
(p~0.009), Light Touch (p~0.016) and Occupations that Involve Touch (p~0.020) showed 
noticeable differences between individuals who reported experiencing sexual assault one or more 
times, as compared to individuals who reported not having experienced sexual assault. 
The indices of Active Touch, Expected Touch, Non-Social Touch and Deep Touch 
showed no statistical difference between individuals who reported experiencing sexual assault 
one or more times, as compared to individuals who reported not having experienced sexual 
assault. 
 
Indices 
 
Sexual Assault  
 
N 
 
Mean 
 
SD 
 
SE 
 
p value 
 
Passive Touch 
No 293 0.064 1.002 0.059 
 
.005 
Yes 57 -0.329 0.929 0.123 
 
Active Touch 
No 293 0.041 1.019 0.060 
 
.058 
Yes 57 -0.210 0.877 0.116 
 
Expected Touch 
No 293 0.017 1.026 0.060 
 
.418 
Yes 57 -0.088 0.858 0.114 
 
Unexpected Touch 
No 293 0.069 0.996 0.058 
 
.003 
Yes 57 -0.353 0.951 0.126 
 
Social Touch 
No 293 0.060 1.004 0.059 
 
.009 
Yes 57 -0.306 0.931 0.123 
 
Non-Social Touch 
No 293 0.030 1.034 0.060 
 
.137 
Yes 57 -0.152 0.791 0.105 
 
Deep Touch 
No 293 -0.003 1.045 0.061 
 
.852 
Yes 57 0.018 0.734 0.097 
 
Light Touch 
No 293 0.057 0.997 0.058 
 
.016 
Yes 57 -0.293 0.974 0.129 
 
Occupations that Involve Touch 
No 293 0.053 1.007 0.059 
 
.020 
Yes 57 -0.270 0.927 0.123 
Figure 1. The results of the indices with sexual assault against no sexual assault. 
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Other measures of trauma, such as car accidents, and mugging were also measured in this 
survey. Individuals who reported being in one or more car accidents did not show a statistically 
significant difference when compared to individuals who had not been in car accidents.  
 
Indices 
 
Car Accidents 
 
N 
 
Mean 
 
SD 
 
SE 
 
p value 
 
Passive Touch  
No 276 -0.0520 0.9765 0.0588   
 
0.076 
Yes 74 0.1940 1.0680 0.1240    
 
Active Touch 
No 276 -0.0384 0.9880 0.0595   
 
0.180 
Yes 74 0.1430 1.0380 0.1210    
 
Expected Touch 
No 276 -0.0455 1.0155 0.0611   
 
0.085 
Yes 74 0.1700 0.9270    0.1080    
 
Unexpected Touch 
No 276 -0.0326 0.9711   0.0585   
 
0.275 
Yes 74 0.1220 1.1000    0.1280    
 
Social Touch 
No 276 -0.0375 0.9814   0.0591   
 
0.198 
Yes 74 0.1400 1.0620    0.1230    
 
Non-Social Touch 
No 276 -0.0542 0.9870   0.0594   
 
0.057 
Yes 74 0.2020 1.0290    0.1200    
 
Deep Touch 
No 276 -0.0619 1.0092   0.0607   
 
0.020 
Yes 74 0.2310 0.9360    0.1090    
 
Light Touch 
No 276 -0.0110 0.9721   0.0585   
 
0.712 
Yes 74 0.0410 1.1040    0.1280    
 
Occupations that Involve Touch 
No 276 -0.0134 0.9580 0.0580 
 
0.663 
Yes 74 0.0500 1.1500 0.1300 
Figure 2. Results of indices comparing individuals who have been in one or more car 
accidents with individuals who haven’t been in any car accidents. 
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Individuals who reported being mugged showed a statistically significant difference in 
only one of the nine indices as compared to individuals who reported never being mugged. 
 
 
Indices 
 
Mugging 
 
N 
 
Mean 
 
SD 
 
SE 
 
p value 
 
Passive Touch  
No 318 0.019 0.998 0.056 
 
.270 
Yes 32 0.191 1.016 0.180 
 
Active Touch 
No 318 0.028 0.993 0.056 
 
.125 
Yes 32 0.275 1.045 0.185 
 
Expected Touch 
No 318 0.024 1.000 0.056 
 
.153 
Yes 32 0.242 0.984 0.174 
 
Unexpected Touch 
No 318 0.018 0.985 0.055 
 
.366 
Yes 32 0.175 1.145 0.202 
 
Social Touch 
No 318 0.023 0.987 0.055 
 
.227 
Yes 32 0.229 1.116 0.197 
 
Non-Social Touch 
No 318 0.016 1.003 0.056 
 
.350 
Yes 32 0.155 0.969 0.171 
 
Deep Touch 
No 318 0.033 1.011 0.057 
 
.027 
Yes 32 0.327 0.828 0.146 
 
Light Touch 
No 318 0.003 0.958 0.054 
 
.911 
Yes 32 0.025 1.370 0.242 
 
Occupations that Involve Touch 
No 318 0.006 0.967 0.054 
 
.767 
Yes 32 0.064 1.303 0.230 
Figure 3. Results of indices comparing mugging with no mugging. 
 
64 of survey participants reported they had experienced sexual assault; 43 respondents 
reported being sexually assaulted once and 21 respondents reported being sexually assaulted  one 
or more times.  For the purpose of this study, respondents’ results were collapsed into two 
categories, and individuals who had experienced more than one sexual assault were combined 
with individuals who had experienced one sexual assault. More respondents who identify as 
female reported experiencing sexual assault as compared to male respondents: 40 female 
respondents reported experiencing one sexual assault, 20 female respondents reported 
experiencing one or more sexual assault. 2 male respondents reported experiencing one sexual 
assault, 1 male respondent reported experiencing one or more sexual assault. 1 student who 
identified as transgender reported experiencing one sexual assault, but was excluded from data 
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analysis due to low number of students identifying as transgender. When comparing respondents 
answer by gender there was no statistically significant difference in the indices. However, when 
looking at an item analysis there was a highly significant difference in Q1 (p<0.001) which may 
be in relation to the type of questions asked; questions relating to wearing bracelets, hairdresser, 
lotion, lip gloss, and hair gel, could have very  gender specific responses. Item analysis was 
utilized to maximize validity of pilot instrument and results can be found in the Appendix. 
 
Figure 4. This interval plot shows the differences between individuals who have experienced 
sexual assault, against those who have not in the areas of social touch and non-social touch. 
 
Social Touch (p~0.009) showed noticeable differences between individuals who reported 
experiencing sexual assault one or more times, as compared to individuals who reported not 
having experienced sexual assault. 
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Figure 5. This interval plot shows the differences between individuals who have experienced 
sexual assault, against those who have not in the areas of expected touch and non-expected touch 
Unexpected Touch (p~0.003) showed noticeable differences between individuals who 
reported experiencing sexual assault one or more times, as compared to individuals who reported 
not having experienced sexual assault. 
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Figure 6. This interval plot shows the differences between individuals who have 
experienced sexual assault, against those who have not in the areas of passive touch and active 
touch. 
Passive Touch (p~0.005) showed noticeable differences between individuals who 
reported experiencing sexual assault one or more times, as compared to individuals who reported 
not having experienced sexual assault. 
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Figure 7. This interval plot shows the differences between individuals who have experienced 
sexual assault, against those who have not in the areas of deep touch and light touch. 
Light Touch (p~0.016) showed noticeable differences between individuals who reported 
experiencing sexual assault one or more times, as compared to individuals who reported not 
having experienced sexual assault. 
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Figure 8. This interval plot shows the differences between individuals who have experienced 
sexual assault, against those who have not in relation to engagement in occupations. 
Occupations that Involve Touch (p~0.020) showed noticeable differences between 
individuals who reported experiencing sexual assault one or more times, as compared to 
individuals who reported not having experienced sexual assault. 
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Chapter 5: Discussion 
 This study shows the nature of some of the differences as they relate to touch sensation in 
college students who have been sexually assaulted and particularly as they relate to engaging in 
everyday occupations that rely on touch. Sexual assault was the only variable in traumatic 
experiences (car accidents and mugging were also used as a comparison) that showed a 
statistically difference in individual’s sensory processing. Car accidents were found to have a 
slightly significant difference in the area of deep touch (p~0.020), and mugging showed no 
statistically significant differences in sensory processing. The results of this study indicate that 
individuals who report experiencing sexual assault have distinct differences in their preferences 
that impact occupational performance when compared to those individuals who report having not 
experienced sexual assault.  
 Data indicated a strong association between sexual assault and altered participation in 
occupations, “Occupations that Involve Touch” (p~0.020), supporting the hypothesis, which 
stated that “as a result of sexual assault, an individual may alter their participation in everyday 
occupations.” This data demonstrates that individuals who have experienced sexual assault may 
have an aversion to occupations where touch was uncontrolled or unexpected. 
 Indicators for “Passive Touch” demonstrated a highly statistically significant difference 
(p~0.005), suggesting that individuals who have experienced sexual assault are uncomfortable 
with passive touch due to lack of control. Whereas “Active Touch” showed weaker statistical 
significance (p~0.058), the difference in response associated with experience of sexual assault 
may be lessened for situations in which the individual is in control. These results are consistent 
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with principles of sensory integration which infer that an individual should be in control of 
stimuli in their environment in order to best modulate their responses.  
 Individuals who have experienced trauma are known to perceive their environments 
differently than individuals who have not (Dunleavy & Slowik, 2012, p.340). Data for “Expected 
Touch” did not demonstrate a significant difference, which is also consistent with sensory 
integration principles of individuals initiating sensory stimulation rather than passively or 
unexpectedly receiving it (Schaaf & Davies, 2010, p.364). “Unexpected Touch” indicators 
showed a highly significant difference (p~0.003), which is consistent with research that  suggests 
that individuals who have experienced trauma, such as sexual assault, may have an increased 
level of arousal that impacts their startle responsitivity resulting in difficulty regulating 
unexpected sensory input (Moore & Henry, 2002).This data supports the hypothesis that 
individuals who have experienced sexual assault may alter their participation in everyday 
occupations, self-limiting to occupations that are routine and controlled in an attempt to regulate 
their startle responses to un-expected touch. 
“Social Touch” indicators demonstrated a highly statistically significant difference 
(p~0.009), whereas “Non-Social Touch” indicators demonstrated a highly insignificant statistical 
difference. This data supports the research question that individuals who have experienced 
sexual assault perceive occupations (i.e. leisure and social participation) differently than 
individuals who have not experienced sexual assault. 
Implications for Trauma Survivors  
 This study supports the work of Kinnealy et al. (1995) in that it demonstrates a 
relationship between sexual assault and performance patterns particularly as they relate to the 
SENSORY PROCESSING POST SEXUAL ASSAULT 40 
 
 
 
avoidance of unexpected touch in daily occupations.  The differences in “Unexpected Touch” 
preferences identified by this study support the literature which has identified coping strategies 
of avoidance and predictability (Cara & MacRae, 2013, p. 268) and point to the impact on a 
victim’s ability to engage in everyday occupations (Kinnealey et al., 2011, p.320).  If avoidance 
coping strategies are employed, they may significantly impair an individual’s daily routine and 
the way in which they engage in daily occupations and IADLs. Intimate trauma, like sexual 
assault, may result in decreased social participation or leisure participation due to a lessened 
sense of community and feelings of isolation.  In an attempt to avoid triggering a flashback, an 
individual may decrease their engagement in occupations that deliver stimuli that remind them of 
the sexual assault.   
 Decreased engagement in occupations may result from coping strategies employed by 
individuals after experiencing sexual assault, these coping strategies may include: predictability, 
counteracting, or confrontation. Coping strategies used by individuals who have been sexually 
assaulted are known to interfere with a person’s life experiences and overall quality of life 
(Kinnealy, et al., 1995). We know from this study, that individuals who reported sexual assault 
appear to alter their daily routines which may show significant differences in their preferences 
for different types of occupations. Limited engagement in occupation often creates a sense of 
predictability for survivors.  Predictability as a coping strategy leads to strict adherence to 
schedules, often a dislike of variation/deviance, poor exploration (of play, employment pursuits, 
volunteer exploration, leisure exploration, community participation) (Cara & MacRae, 2013). If 
these changes in an individual’s daily habits and routines are not addressed, then an individual’s 
ability to engage in a breadth of occupations may become very limited, thus having a negative 
impact on overall health and well-being (Wilcock, 2006).  By using predictability as a coping 
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strategy the individual can dually employ mental preparation as a coping strategy (Kinealy, 
Oliver, & Wilbarger, 1995). Mental preparation includes the increased use of self-talk or “talking 
through”, and anticipating events in a step by step manner (Cara & McRae, 2013). On the other 
hand, the individual may choose to employ the counteracting coping strategy, and take on new 
activities to combat stress. Extreme states of stress may result in a state of hyperarrousal, which 
may result in the individual using this new energy to devote to new tasks in an attempt to combat 
the stress they are experiencing (Wilcock, 2006). Conversely, the individual may choose to 
employ the confrontation coping strategy and intentionally put themselves in triggering 
situations such as crowded parties, bars, or other situations where they lack control over their 
environment and as a result trigger stress.   
Implications for Occupational Therapists  
 The results of this study indicate a clear need for trauma informed care in occupational 
therapy that is “grounded in and directed by a thorough understanding of the neurological, 
biological, psychological, and social effects of trauma” (Champagne, 2010; National Executive 
Training Institute, 2003; National Executive Training Institute, 2006).  Studies have shown that 
key mediators in positive outcomes of trauma recovery include symptom reduction and enhanced 
function (Litz, 2008). The client centered nature of trauma informed care suggest a gap in care 
provided in the healthcare system that can be filled by occupational therapy’s specific client 
centered treatment focusing on re-engaging the individual in meaningful occupations.  
 Currently, the Sensory Learning Program (SLP), developed by Mary Bolles utilizes three 
forms of sensory integration intervention: visual, acoustic, and vestibular (Kaiser et al., 2010).  
SLP theory is based on the premise that the body’s systems are inhibited by trauma but retain the 
potential to be restored (Kaiser et al., 2010). The goal of SLP is to “create interaction effects 
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among the visual, auditory, and vestibular systems, resulting in overall improvement in SI” 
(Kaiser et al., 2010, p. 703). The SLP program utilizes a “bottom-up” approach to trauma 
processing, believing that “improved regulation of core physiological states would have a broad 
positive impact on posttraumatic sequelae” (Kaiser et al., 2010, p. 703). These improvements in 
core physiological states may be needed precursor steps to help survivors of sexual assault better 
modulate touch.   
 Additionally, SMART Therapy has been used to integrate sensory integrative techniques 
in order to add power to traditional trauma psychotherapy treatment in adolescents with trauma 
histories (Warner et al., 2013). Positive results have been shown using SI as a “bottom-up” 
approach to address the complexity of symptoms resulting from trauma utilizing vestibular, 
visual, and auditory protocol (Warner et al., 2013). The processing of traumatic experience and 
daily life problems was found to be better supported through the use of therapist skills and 
sensory motor input (Warner et al., 2013).  Occupational therapy has clinically demonstrated that 
arousal regulation can be improved by appropriate sensory motor input tailored to individuals’ 
needs (Warner et al., 2013). Warner et al. suggest that sensory integrative techniques offer 
occupational therapists a unique and innovative tool to regulate and affect the behavior of 
individuals who have experienced trauma (2013). Individuals who have experienced trauma alter 
the way in which they engage in daily occupations (Warner et al., 2013).  
Sexual assault may create a unique set of challenges, as indicated by the initial results of 
this pilot study. The altered participation and engagement in daily occupations shows that it is 
within the Occupational Therapy Practice Domain to provide occupational therapy intervention 
to these individuals. Specific occupational therapy intervention should be provided to address the 
sensory components that are negatively affecting the individual’s occupational performance and 
SENSORY PROCESSING POST SEXUAL ASSAULT 43 
 
 
 
ability to participate in meaningful occupations. These intervention methods may include: 
community reintegration training, creating effective support groups, educating families, 
designing sensory integration based interventions for adults, teenagers and children; specifically 
for individuals who have experienced sexual assault.  
 If individuals who have experienced sexual assault are experiencing difficulty processing 
stimuli, an occupational therapist could work with that individual to moderate their sensory 
responses. Together the individual and the occupational therapist would work to create healthy 
coping strategies to minimize the negative reactions triggered by noxious stimuli. Remediation 
may occur by an individual exposing themselves to triggering stimuli in a safe supported 
environment, so that they can attempt to modulate their sensory reactions through the use of 
occupational therapy. Sensory modulation focuses on increasing an individual’s sense of safety 
and security through the use of the therapeutic relationship (Champagne, 2010). When an 
individual has a better understanding of sensory processing, it is possible to enhance or develop 
more effective coping strategies (Brown, 2011, p. 123). 
 Developing and implementing successful coping mechanisms is an empowering strategy 
to manage the stressors of daily life (Brown, 2011, p. 117). Techniques used to remediate 
sensory responses may include self-talk strategies where the individual says aloud the things they 
are sensorily experiencing during the flashback to encourage their body to recognize that what 
they feel is a memory, it is not presently happening. If the individual does not wish to remediate 
their sensory responses to triggering stimuli, they may work with the occupational therapist to 
develop compensatory strategies to work through the triggering stimuli such as squeezing a 
stress ball in an attempt to ground themselves to the present moment and detach themselves from 
the flashback and maintain themselves in the present. Together the individual can work with the 
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occupational therapist to create sensory calming strategies to counteract their over aroused 
sensory system when exposed to triggering stimuli to decrease their level of sympathetic arousal. 
Sensory supportive interventions could be used with individuals to increase adaptive responses, 
enable participation in meaningful activities and roles, and increase their quality of life 
(Champagne, 2010).   
 Additionally, if the individual decides that they would like to avoid the situations where 
triggers may be present; they can create an activity analysis with the occupational therapist and 
identify triggering activities. Once triggering activities are identified, the individual may work 
with the occupational therapist to alter or avoid situations through the use of modifying or 
adapting specific tasks or activities as well as creating specific activity configurations to 
complete daily routines. The occupational therapist may work with the individual to create 
“strategies involve[ing] eliminating excess stimuli and incorporating acceptable methods of 
escaping overwhelming situations” (Brown, 2011, p. 124). These strategies would empower the 
individual to create new routines where triggers do not interfere with their occupational 
functioning; thereby increasing the individual’s occupational performance by decreasing the 
amount of time they spend coping with their negative reaction to noxious sensory stimuli. 
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Chapter 6: Summary 
Findings   
 This study explored how individuals who had experienced trauma engage in occupations 
and if individuals who have reported a history of sexual assault perceive occupations that require 
touch differently than individuals who have not reported a history of sexual assault. The study 
looked at car accidents, mugging and sexual assault, as traumatic experiences to provide a 
comparison of the effects of different types of trauma may have on occupational performance. 
Car accidents were found to have a slightly significant difference in the area of deep touch 
(p~0.020), and mugging showed no statistically significant differences in sensory processing. 
The results of this study found that sexual assault had a statistically significant effect on multiple 
areas of sensory processing as well as an individual’s participation in everyday occupations. 
Individuals who have experienced sexual assault were found to have statistically 
significant differences in the indices of Passive Touch (p~0.005), Unexpected Touch (p~0.003), 
Social Touch (p~0.009), Light Touch (p~0.016) and Occupations that Involve Touch (p~0.020), 
as compared to individuals who reported not having experienced sexual assault.  
Conversely, the indices of “Active Touch,” “Expected Touch,” “Non-Social Touch” and 
“Deep Touch” showed no or only weak statistical difference between individuals who reported 
experiencing sexual assault one or more times, as compared to individuals who reported not 
having experienced sexual assault. This result is noteworthy because these indices were not 
expected to have a difference in response between individuals who have experienced sexual 
assault and those who have not because these are areas that a) the individual is in control of and 
choosing to do, i.e. “Active Touch” b) does not influence startle response because it is expected 
so the individual can use self-talk strategies to work through sensory stimulus i.e. “Expected 
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Touch” c) do not contain triggers i.e. “Non-Social Touch” d) and are soothing forms of touch i.e. 
“Deep Touch.” 
The data from this study supports the hypothesis that as a result of having experienced 
sexual assault, an individual may alter their participation in everyday occupations. 
Future Research  
 Future research should further test the generalizability of these findings, sending it out to 
a broader sample to include multiple ages, educational demographics and economic 
demographics as well as expanding the sample size. The validity of the survey instrument could 
be improved by pairing it with the Sensory Profile or other standardized measurement of sensory 
processing, as well as the Revised Trauma Score. Further research is needed to study how touch 
aversion and sexual assault translates into occupational choices, as well as the impact of success 
in engagement in occupations. Further research is needed to identify what other experiences, 
besides sexual assault, can result in touch aversion that leads to decreased occupational 
performance. 
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ALL-COLLEGE REVIEW BOARD FOR HUMAN SUBJECTS RESEARCH COVER PAGE 
 
Primary Investigator: Andrea Muffly 
 
Position: Graduate Student 
 
Faculty Advisor: Dr. Amy Gerney, OTR/L 
Assistant Professor of Occupational Therapy and Interim Graduate Program Chair 
Department: Occupational Therapy 
School: HSHP 
Telephone/E-Mail: (607) 274-1737 
Email: agerney@ithaca.edu 
 
Additional Investigators-Names and E-Mail: 
Dr. James Conklin 
Associate Professor of Department of Mathematics at Ithaca College 
Email: conklin@ithaca.edu  
 
Luca Maurer 
Center for LGBT Education, Outreach & Services Program Director at Ithaca College 
Email: lmaurer@ithaca.edu 
 
Project Title: Sensory Processing of Individuals who have Experienced Sexual Assault 
 
Abstract: Sensory input is imperative for individuals’ wellbeing and emotional health. The 
ability to correctly process incoming sensory information from the environment is an integral 
part to engaging in meaningful occupations. But individuals who have difficulty processing 
incoming stimuli may tend to avoid occupations that are over stimulating due to the inability to 
modulate their body’s response to sensory input. Neural plasticity is found to have a significant 
impact on an individual’s ability to process stimuli; trauma, such as sexual assault, is known to 
significantly alter an individual’s processing of the environment around them and in many cases 
alter an individual’s neural plasticity.  Specifically, the aftereffects of sexual assault are 
experienced on a psychosomatic level. To date, no studies have been done to determine if there is 
a difference in the way these individuals engage in their everyday occupations.  
 
It is hypothesized that, as a result of sexual assault, an individual may alter their 
participation in everyday occupations. This change in behavior can lead to significant difficulty 
in accomplishing activities of daily living, social participation and leisure activities. These types 
of altered responses to sensory stimuli can be treated through sensory integration therapy. 
Occupational therapy may be a central part of recovery for the individual who is experiencing 
difficulty regulating their sensory system due to trauma. By working closely with these 
individuals, the occupational therapist can work to improve their occupational functioning and 
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regain satisfaction in their daily routines by gaining a better understanding of their symptoms and 
developing appropriate coping strategies.  
This anonymous survey is proposed to build a knowledge base about how individuals 
who have experienced trauma go about their daily routines and how these routines may differ 
from those who have not had these traumatic experiences. Participants will be asked questions 
about their daily occupations, medical diagnoses, any history of sexual assault or previous 
trauma, and past life events that are thought to have an impact on an individual’s sensory system. 
The purpose of this study is to increase the occupational therapist’s understanding of how trauma 
may influence an individual’s sensory processing abilities in relation to functional performance.  
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ALL-COLLEGE REVIEW BOARD FOR HUMAN SUBJECTS RESEARCH 
CHECKLIST 
PLEASE MAKE SURE THAT ALL ITEMS INCLUDED HAVE BEEN 
CHECKED: 
 
1. ______ General Information  
2. ______ Related Experience of Investigators  
3. ______  Benefits of the Study  
4. ______  Description of Subjects  
5. ______  Description of Subject Participation  
6. ______  Description of Ethical Issues/Risks of Participation  
7. ______  Description of Recruitment of Subjects  
8. _____ Description of how Anonymity/Confidentiality will be maintained  
9. ______  Debriefing Statement  
10. ___ __  Compensatory follow-up  
11. ______  Appendix A – Recruitment Statement or Tear-off Cover Sheet  
12. ______  Appendix B – Informed Consent Form(s)  
13. ______  Additional Appendices – Survey Instruments  
 
Items 1-8, 11, 12 must be addressed and included in the proposal. Items 9, 10, 13 
should also be checked if they are appropriate. 
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Please save and email copy to hsrlog@ithaca.edu 
ALL-COLLEGE REVIEW BOARD FOR HUMAN SUBJECTS RESEARCH 
PROPOSAL 
1. General Information: 
a. Funding: None requested 
b. If externally funded (federal or state funds), please list CITI certification date of ALL 
researchers:  N/A 
c. Location: Ithaca College campus 
d. Time Period: Data collection fall 2013; analysis spring 2014, study will end by May 
2014. 
e. Expected Outcomes: Information will be presented to academic peers at senior 
symposium at Ithaca College. Possible publication in peer reviewed journal or 
presentation at professional conference.  
 
2. Related Experience of Researchers: Andrea Muffly is an occupational therapy graduate 
student with academic experience in the field of sensory processing disorders, abnormal 
psychology, psychiatric occupational therapy, statistics and research methods.  Additionally, she 
has completed CITI training.  Advisor Amy Gerney, Assistant Professor and Interim Graduate 
Program Chair of Department of Occupational Therapy at Ithaca College, holds a doctoral 
degree and has published in professional journals and books. Advising committee member James 
Conklin, Associate Professor in Department of Mathematics at Ithaca College, has research 
experience with the Ithaca College campus and is well versed in statistical analysis and data 
collection with Statistical Package for the Social Sciences (SPSS) which is the tool we will be 
using for data analysis for this survey. Advising committee member Luca Maurer, Outreach & 
Service Program Director at Ithaca College, is the founding director of The Center for Lesbian, 
Gay, Bisexual & Transgender Education, Outreach and Services at Ithaca College, is a Certified 
Sexuality Educator and Counselor, and a Certified Wellness Practitioner.  
 
3. Benefits of the Study: Researcher will gain skills and expertise to carry out formal 
research with the potential for scholarly publication. This anonymous survey is proposed to build 
a knowledge base about how individuals who have experienced trauma go about their daily 
routines and how these routines may differ from those who have not had these traumatic 
experiences. The purpose of this study is to increase the occupational therapist’s knowledge base 
regarding factors that may influence an individual’s sensory processing abilities in relation to 
functional performance. No benefits are anticipated to the participants in this study.  
4. Description of Participants 
a. Number of participants: Approximately 2,100 Ithaca College students. Participant 
population will vary based on anonymous email list serve generated by Ithaca College 
Registrar’s office using the online report request form, giving us the email addresses of 
30% of the Ithaca College student body.  
 
b. Salient Characteristics:   Currently enrolled in Ithaca College classes, 18 years of age or 
older. 
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5. Description of Participation Subjects will be emailed a link to an electronic survey which 
will take approximately 20 minutes to complete. Questions will be presented through Qualtrics 
survey software. To maximize an individual’s ability to quickly complete the survey 
demographic questions will be branched upon response to ensure that only relevant questions are 
asked of participants. For example, if someone has not been in a major car accident they will not 
be asked about the extent of injuries they suffered while in said car accident. To the extent 
possible while maintaining anonymity, follow up email reminders will be sent approximately 
two weeks later to the improve survey response rate. 
 
6. Ethical Issues: 
a) Risks of Participation: The intent of this study is to explore how individuals experience 
activities in a typical day, such as grooming habits like wearing hair gel or mousse, 
comfort level in crowded places, or the feel of tags in their clothes. Great care has been 
taken to minimize questions that ask people to relive the memory of the event or trauma. 
Subjects are not asked to describe or provide a qualitative account of details of traumatic 
events, in an attempt to limit the emotional response to items. Information about 
traumatic events a person has experienced is asked in order to establish whether there is a 
correlation between trauma and sensory processing as demonstrated through their 
engagement in daily occupations. The focus of the survey questions is on the present and 
how stimuli in the daily environment are currently perceived in an effort to minimize 
anxiety of participants. However, questions about daily occupations, medical diagnoses, 
any history of sexual assault or previous trauma, and past life events may cause some 
anxiety of individuals during the completion of this survey. To minimize this anxiety, 
participants are allowed to skip any questions they feel uncomfortable answering. 
 
b) Have you attached an Informed Consent Form or Tear-Off Cover Sheet for 
anonymous surveys? Yes, See Appendix A. 
 
7. Recruitment: 
a) Procedures: Subjects will be recruited through an anonymous email list generated 
through Ithaca College Registrar Office, using the online report request form, to ensure 
subject anonymity. No attempt will be made to correlate responses to email addresses. 
Participation will remain entirely anonymous. 
 
b) Inducement to Participate/Extra Credit: There is no inducement to participate or extra 
credit offered to subjects who participate in this study. 
 
8. Confidentiality/Anonymity: Participation in this study will be anonymous.  Email addresses 
will be submitted using the online report request form available through Ithaca College 
Registrar’s Office to ensure subject anonymity. No attempt will be made to compare survey 
results with any identifiers. All data collected from this survey will be kept anonymous, and it 
will be encrypted for the protection of participant responses. Also, we will not keep track of 
participant IP address. Information related to this study will be kept on a password protected and 
locked computer. At the conclusion of study, data will be stored in a locked faculty office on 
campus for five years, after which time the data will be destroyed.   
 
9.  Debriefing: N/A. 
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10.  Compensatory Follow-up: N/A. 
 
Proposed Date of Implementation: Upon approval from Human Subjects Research Review 
Board, survey will be sent to Ithaca College students electronically. 
 
Signature of Principal Investigator:   
Andrea Muffly_______________________________________________________________ 
Electronically submitted protocols must be sent from an Ithaca College e-mail account. Original 
signatures are not required. Ithaca College e-mail IDs have been deemed by the College to constitute a 
legal signature. 
 
 
PLEASE NOTE THAT YOUR PROPOSAL WILL BE DEEMED INCOMPLETE UNLESS 
COPIES OF ALL INSTRUMENTS TO BE USED (SURVEYS, ETC.) AND INFORMED 
CONSENT FORM (IF NECESSARY) ARE SENT TO hsrlog@ithaca.edu. 
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Recruitment Statement 
 
Dear Participant, 
This study is being conducted by Andrea Muffly, a Graduate Occupational Student, and Dr. Amy Gerney, 
OTR/L. We are conducting a survey to collect data on how college students perceive the sensory stimuli 
in their environment and how their ability to process the sensory stimuli may be impacted by various 
factors such as a medical diagnosis, sexual assault, trauma and previous life events. We are requesting 
your participation with this survey in order to better understand the effect trauma can have on how 
individuals perform daily activities.  
 
All data collected from this survey will be kept anonymous, and it will be encrypted for the protection of 
your responses. Also, we will not keep track of your IP address. The data obtained from this survey will 
be kept in a password-protected database that only we will have access to.  At the conclusion of study, 
data will be stored in a locked faculty office on campus for five years, after which time the data will be 
destroyed.   
 
The link below will provide you access to the survey. The survey will take about 20 minutes to complete 
and may be completed in more than one sitting.  
 
Great care has been taken to minimize the risks as a result of participating in this survey.  However, it is 
possible that you may not feel comfortable answering some questions and may wish not to answer for 
personal reasons. If you feel the need for emotional follow up at any point during or after this survey 
please feel free to contact the Ithaca College Counseling Center at 607-274-3136 to set up an 
appointment. Counseling services are free to students currently enrolled in Ithaca College courses.  
 
This survey is optional and may be discontinued at any time. All participants’ responses and identity will 
be kept anonymous and your participation in this survey will inform both research and practice for 
rehabilitation professionals.  
 
You will receive no direct benefits or compensation for participation in this research survey.  However, 
what we learn from you will help to increase the knowledge and awareness of the effect of trauma and 
previous life experience in relation to an individual’s sensory processing abilities. Your participation may 
help future research studies in occupational therapy focusing on sensory based interventions.   
 
If you would like to know more about this study, please contact me, amuffly1@ithaca.edu, or my advisor 
Dr. Amy Gerney, agerney@ithaca.edu, via email or through telephone at the Occupational Therapy 
Department, 607-274-1975. 
 
Link to survey: ---------------------------------------------- 
 
Sincerely, 
 
Andrea Muffly, OTS 
Dr. Amy Gerney, OTR/L 
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Survey Reminder Email 
Dear Participant, 
I know that as an Ithaca College student you are busy with finals approaching, but I was 
wondering if you would please take a few moments to complete the survey. Your participation 
may help future research studies in occupational therapy focusing on sensory based 
interventions. As a fellow student I would really appreciate your efforts in assisting me collect 
data.  
 
I am conducting a survey to collect data on how college students perceive the sensory stimuli in 
their environment and how their ability to process the sensory stimuli may be impacted by 
various factors such as a medical diagnosis, sexual assault, trauma and previous life events. We 
are requesting your participation with this survey in order to better understand the effect trauma 
can have on how individuals perform daily activities.  
 
The link below will provide you access to the survey. The survey will take about 20 minutes to 
complete and may be completed in more than one sitting.  
Link to survey: ---------------------------------------------- 
 
This survey is optional and may be discontinued at any time. All participants’ responses and 
identity will be kept anonymous. You will receive no direct benefits or compensation for 
participation in this research survey.   
 
All data collected from this survey will be kept anonymous, and it will be encrypted for the 
protection of your responses. Also, we will not keep track of your IP address. The data obtained 
from this survey will be kept in a password-protected database that only we will have access to.  
At the conclusion of study, data will be stored in a locked faculty office on campus for five 
years, after which time the data will be destroyed.   
 
Great care has been taken to minimize the risks as a result of participating in this survey.  
However, it is possible that you may not feel comfortable answering some questions and may 
wish not to answer for personal reasons. If you feel the need for emotional follow up at any point 
during or after this survey please feel free to contact the Ithaca College Counseling Center at 
607-274-3136 to set up an appointment. Counseling services are free to students currently 
enrolled in Ithaca College courses.  
 
If you would like to know more about this study, please contact me, amuffly1@ithaca.edu, or my 
advisor Dr. Amy Gerney, agerney@ithaca.edu, via email or through telephone at the 
Occupational Therapy Department, 607-274-1975. 
 
 
Sincerely, 
 
Andrea Muffly, OTS 
Dr. Amy Gerney, OTR/L 
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Tear-off Cover Sheet 
 
This survey is created to gather information about a college student’s sensory processing 
experience during a typical day. During this survey you will be asked questions that include your 
clothing, bedding, and bathroom routine.  Additionally, you will be asked about how you get 
from place to place, interact in intimate ways, engage in your work and leisure environments, 
and generally how you perceive your environment throughout the day. Participants will be asked 
questions about their daily occupations, medical diagnoses, any history of sexual assault, 
previous trauma or past life events that are thought to have an impact on an individual’s sensory 
system. This survey is optional and may be discontinued at any time; all participants’ responses 
and identity will be kept anonymous. By continuing this survey you are confirming that you are 
18 years of age or older. If you would like to know more about this study, please contact me, 
amuffly1@ithaca.edu or my advisor Dr. Amy Gerney, agerney@ithaca.edu, via email or through 
telephone at the Occupational Therapy Department, 607-274-1975. However, if you feel the 
need for emotional follow up at any point during or after this survey please feel free to contact 
the Ithaca College Counseling Center at 607-274-3136 to set up an appointment. Counseling 
services are free to students currently enrolled in Ithaca College courses.  
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Appendix B 
Survey Instrument 
 
Instructions:  To what extent do you agree or disagree with the following statements? 
  
1. I like to wear chapstick/lipgloss/lipstick 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
2. I like to put gel or mousse in my hair 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
3. I like to put on lotion 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
4. I like to go to the hairdresser/barber 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
5. I like the feel of sand on my skin  
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
6. I like to get my hands dirty. 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
7. I like to ride in a car with the windows down and the wind blowing  
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
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Instructions: To what extent do you agree or disagree with the following statements? 
8. I enjoy receiving backrubs 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
9. I enjoy giving backrubs 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
10. I enjoy holding hands with my date boyfriend/girlfriend/partner 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
11. I enjoy hugging my friends, family, date or boyfriend/girlfriend/partner 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
12. I enjoy being surprised by my boyfriend/girlfriend/partner by a hug from behind 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
13. I enjoy initiating kissing with my date or boyfriend/girlfriend/partner 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
14. I enjoy receiving kisses from my date or boyfriend/girlfriend/partner 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
15. I enjoy physical affection of receiving a high five or pat on the back from other people 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
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Instructions: To what extent do you agree or disagree with the following statements? 
16. I feel uncomfortable when a friend greets me with a hug or kiss on the cheek 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
17. I feel uncomfortable during handshakes 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
18. I feel uncomfortable when people stand close to me at parties or restaurants 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
19. I feel overwhelmed when walking in a crowded environment such as a hallway or dining hall  
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
20. I avoid messy foods like sticky buns, nachos, cotton candy, etc. 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
21. I avoid crowded environments, like shopping malls or dance floors. 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
22. I dislike being in close physical proximity to people. 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
23. I am very bothered by someone brushing up against me when I am standing in line. 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
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Instructions: To what extent do you agree or disagree with the following statements? 
24. I prefer showers instead of baths 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
25. I prefer to wrap myself up in bedding before going to sleep 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
26. I wear a watch or bracelet(s) on my wrist 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
27. I sit in the back of the classroom or restaurant to distance myself from other people who may enter the 
room 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
28. I become startled when a friend approaches me from behind with a hug or pat on the back 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
29. I wait until the hallways are empty before I go somewhere 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
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Instructions: To what extent do you agree or disagree with the following statements? 
30. If an elevator comes and is full of people, I am more likely to wait for the next elevator rather than 
squeeze in. 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
31. If I am standing in a corner of an elevator and it fills up to the extent that the person next to me is 
touching me I am more likely to get off early. 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
32. When I am at a party/bar/concert, I am more likely to join the crowd of other people and typically 
find myself  squashed right up with other people 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
33. When I ride an escalator, I am more likely to leave a few steps open between myself and the person in 
front of me rather than standing right next to that person. 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
 
34. When greeting a friend  I will typically offer them a hug or kiss on the cheek 
 
Completely Disagree Disagree Neutral Agree Completely Agree 
1 2 3 4 5 
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Instructions: Please indicate the degree to which you agree or disagree with the following statements 
using a 1 to 5 rating scale.  
 
35. I prefer to wear clothes that are: 
Tight, hugging clothes Form fitting clothes Neutral Loose clothes Big and baggy clothes 
1 2 3 4 5 
 
36. To what extent do the tags in your clothing bother you? 
 
Never Bothered Occasionally Bothered Neutral Very Bothered Extremely bothered 
1 2 3 4 5 
 
37. What is your comfort level changing your clothes in a locker room at a gym? 
 
Extremely Comfortable Comfortable Neutral Uncomfortable Extremely Uncomfortable 
1 2 3 4 5 
 
38. What is your preferred water pressure while taking a shower? 
 
Light Water Pressure ------ Neutral Moderate Water Pressure Heavy Water Pressure 
1 2 3 4 5 
 
39. Which of the following do you prefer to cover yourself with while sleeping? 
 
1 Light Blanket Light Blankets Neutral A Heavy Blanket Multiple Heavy Blankets 
1 2 3 4 5 
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Demographic Correlation Questions Draft 
** Questions will be presented through Qualtrics survey software. To maximize an individual’s 
ability to quickly complete the survey, demographic questions 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 
16, 17 will be branched upon response to ensure that only relevant questions are asked of 
participants. For example, if someone has not been in a major car accident they will not be 
asked about the extent of injuries they suffered while in said car accident. 
1. Age ________ 
 
2. Gender (Check all that apply) 
a. Male 
b. Female 
c. Transgender 
 
3. Orientation (Choose 1 that best describes your sexual orientation) 
a. Heterosexual 
b. Pansexual 
c. Bisexual 
d. Asexual 
e. Lesbian 
f. Gay 
 
4. Education Level 
a. Some college 
b. Bachelor’s degree 
c. Graduate Education 
 
5. Do you play sports? 
a. No 
b. Yes 
i. Please list sport(s) you currently participate in: 
 
6. Do you have any pets? 
a. No 
b. Yes 
i. Please list pets you currently have:  
 
7. How many siblings do you have?  
a. 1 
b. 2 
c. 3 
d. 4 
e. 5+ 
 
8. Has anyone in your family received a formal diagnosis of a sensory processing disorder from a healthcare 
professional? 
a. No 
b. Yes 
i. Who? (Please check all that apply) 
1. Sibling 
2. Cousin 
3. Niece/Nephew 
4. Parent 
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5. Aunt/Uncle 
6. Grandparent 
 
9. Have you been formally diagnosed with a sensory processing disorder by a healthcare professional? 
a. No 
b. Yes 
i. When 
1. Past 3 months 
2. Past 3-6 months 
3. Past year 
4. Past 1-3 years 
5. Past 4+ years 
ii. Have you received treatment for your sensory processing disorder? 
1. No 
2. Yes 
a. Please describe treatment: 
 
10. Have you ever been pregnant? 
a. No 
b. Yes 
i. Are you currently pregnant?  
 
11. Which of the following best describes your past experience? 
a. I have never been sexually assaulted 
b. I have been sexually assaulted once 
i. How recently? 
1. Past 3 months 
2. Past 3-6 months 
3. Past year 
4. Past 1-3 years 
5. Past 4+ years 
ii. Were you assaulted by more than one person?  
1. Yes 
2. No 
iii. Did you know your attacker(s)? 
1. Yes 
2. No 
c. I have been sexually assaulted more than once 
i. When was the most recent sexual assault? 
1. Past 3 months 
2. Past 3-6 months 
3. Past year 
4. Past 1-3 years 
5. Past 4+ years 
 
12. Which of the following best describes your past experience? 
a. I have never been in a major auto accident 
b. I have been in a major auto accident once 
i. How recent was this major auto accident? 
1. Past 3 months 
2. Past 3-6 months 
3. Past year 
4. Past 1-3 years 
5. Past 4+ years 
ii. How severe were the injuries you or other individuals experienced from the auto 
accident? (Please select all that apply) 
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1. Mild lacerations (cuts) 
2. Broken bone, spinal injury, neck injury or back injury 
3. Internal injuries 
4. Concussion 
5. TBI 
6. Fatality 
iii. Did you receive counseling from a trained professional after the auto accident? 
1. Yes 
2. No 
c. I have been in more than one major auto accident 
1. When was the most recent auto accident? 
a. Past 3 months 
b. Past 3-6 months 
c. Past year 
d. Past 1-3 years 
e. Past 4+ years 
2. Please indicate the type of injuries you or others in the vehicle experienced in 
the auto accidents? (Select all that apply) 
a. Mild lacerations (cuts) 
b. Broken bone, spinal injury, neck injury or back injury 
c. Internal injuries 
d. Concussion 
e. TBI 
f. Fatality 
3. Did you receive counseling after any of the auto accidents? 
a. Yes 
b. No 
 
 
13. Please indicate which best describes your experience 
a. I have never been attacked or mugged 
b. I have been attacked or mugged once 
i. When were you attacked or mugged? 
1. Past 3 months 
2. Past 3-6 months 
3. Past year 
4. Past 1-3 years 
5. Past 4+ years 
ii. How severe were the injuries you experienced from the attack? (Please select all that 
apply) 
1. Mild lacerations (cuts) 
2. Sever lacerations, or stabbing 
3. Broken bones, or spinal injury 
4. Internal injuries 
5. Concussion 
6. TBI 
7. Fatality 
iii. Were you mugged or attacked by more than one person? 
1. Yes 
2. No 
iv. Did you know the attacker(s)?  
1. Yes 
2. No 
 
c. I have been attacked or mugged more than once 
i. When was the most recent attack or mugging? 
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1. Past 3 months 
2. Past 3-6 months 
3. Past year 
4. Past 1-3 years 
5. Past 4+ years 
ii. How severe were the injuries you experienced from the attacks? (Please select all that 
apply) 
1. Mild lacerations (cuts) 
2. Sever lacerations, or stabbing 
3. Broken bones, or spinal injury 
4. Internal injuries 
5. Concussion 
6. TBI 
7. Fatality 
iii. Were you ever mugged or attacked by more than one person? 
1. Yes 
2. No 
iv. Did you ever know the attacker(s)?  
1. Yes 
2. No 
 
14. Do you have a formal diagnosis of Post Traumatic Stress Disorder (PTSD) from a healthcare professional? 
PTSD is defined in the Diagnostic and Statistical Manual of Mental Disorders Fifth Edition as the re-
experiencing of the traumatic event in a recurrent, involuntary and intrusive recollections that usually 
include sensory, emotional, or physiological behavioral components (American Psychiatric Association, 
2013, p. 275).  
a. No 
b. Yes 
i. When were you diagnosed with Post Traumatic Stress Disorder (PTSD)? 
1. Past 3 months 
2. Past 3-6 months 
3. Past year 
4. Past 1-3 years 
5. Past 4+ years 
ii. Do you take medication to control symptoms of Post Traumatic Stress Disorder (PTSD)? 
1. Yes 
2. No 
 
 
15. Have you been formally diagnosed with Attention Deficit/Hyperactivity Disorder (ADHD) by a healthcare 
professional? ADHD is defined in the Diagnostic and Statistical Manual of Mental Disorders Fifth Edition 
as a persistent pattern of inattention and/or hyperactivity-impulsivity that interferes with functioning or 
development, as characterized by inattention or hyperactivity and impulsivity (American Psychiatric 
Association, 2013, p. 60).   
a. No 
b. Yes 
i. When were you diagnosed with Attention Deficit/Hyperactivity Disorder (ADHD)?  
1. Past 3 months 
2. Past 3-6 months 
3. Past year 
4. Past 1-3 years 
5. Past 4+ years 
ii. Do you take medication to control symptoms of Attention Deficit Hyperactivity Disorder 
(ADHD)? 
1. Yes 
2. No 
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16. Have you been formally diagnosed with an Autism Spectrum Disorder by a healthcare professional? An 
Autism Spectrum Disorder is defined in the Diagnostic and Statistical Manual of Mental Disorders Fifth 
Edition as a persistent pattern of inattention and/or hyperactivity-impulsivity that interferes with 
functioning or development, as characterized by inattention or hyperactivity and impulsivity (American 
Psychiatric Association, 2013, p. 60). 
a. No 
b. Yes 
i. When were you diagnosed with an Autism Spectrum Disorder?  
1. Past 3 months 
2. Past 3-6 months 
3. Past year 
4. Past 1-3 years 
5. Past 4+ years 
 
17. Has anyone in your family been formally diagnosed with an Autism Spectrum Disorder by a healthcare 
professional? An Autism Spectrum Disorder is defined in the Diagnostic and Statistical Manual of Mental 
Disorders Fifth Edition as a persistent pattern of inattention and/or hyperactivity-impulsivity that interferes 
with functioning or development, as characterized by inattention or hyperactivity and impulsivity 
(American Psychiatric Association, 2013, p. 60). 
a. No 
b. Yes 
i. Who in your family has been formally diagnosed with an Autism Spectrum Disorder by a 
healthcare professional?  (Please check all that apply) 
1. Sibling 
2. Cousin 
3. Niece/Nephew 
4. Parent 
5. Aunt/Uncle 
6. Grandparent 
 
 
Thank you for your participation in this research survey. All responses will be kept anonymous. If you 
feel the need for emotional follow up please feel free to contact the Ithaca College Counseling Center at 
607-274-3136 to set up an appointment. Counseling services are free to students currently enrolled in 
Ithaca College courses. 
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Appendix C 
Question Coding 
 
 
Question list for “Passive/Active Touch” 
 
Passive Active 
I enjoy receiving backrubs  I enjoy giving backrubs 
I enjoy being surprised by my 
boyfriend/girlfriend/partner with a hug from behind 
 
I enjoy holding hands with my 
date/boyfriend/girlfriend/partner 
 
I enjoy receiving kisses from my 
boyfriend/girlfriend/partner 
I enjoy hugging my friends, family, date or 
boyfriend/girlfriend/partner 
 
I enjoy physical affection of receiving a high five 
or pat on the back from other people  
 
I enjoy initiating a kiss with my boyfriend/girlfriend/partner 
 
I like the feel of sand on my skin at the beach 
 
I enjoy greeting my friends with a hug or kiss on the cheek 
I like to ride in a car with the windows down and 
the wind blowing 
 
I feel uncomfortable during handshakes 
 
I feel uncomfortable when a friend approaches me 
from behind with a hug or pat on the back 
I feel uncomfortable changing my clothes in a locker room 
at a gym or public place 
I feel uncomfortable when people stand close to me 
at parties or restaurants 
 
I feel uncomfortable when people stand close to me at 
parties or restaurants 
I feel uncomfortable when walking in crowded 
environments like hallways or dining halls 
 
If I am standing in a corner of an elevator and it fills up to 
the extent that the person next to me is touching me I am 
more likely to get off on an earlier floor than I need to 
 
I am very bothered by someone brushing up against 
me when I am standing in line 
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           Question List for Expected/Unexpected Touch   
Expected Unexpected 
I enjoy giving backrubs 
I enjoy holding hands with my 
date/boyfriend/girlfriend/partner 
I enjoy hugging my friends, family, date or 
boyfriend/girlfriend/partner¬ 
I enjoy initiating a kiss with my boyfriend/girlfriend/partner 
I feel uncomfortable during handshakes 
I like to go to the hairdresser/barber 
How do you feel about wearing clothes with tags? 
A. I cut out tags on all my clothes/only buy tagless 
clothes  
B. Tags on my clothes annoy me  
C. I do not notice the tags on my clothes  
D. I am fine with wearing clothes with tags 
 
I enjoy receiving backrubs  
I enjoy being surprised by my 
boyfriend/girlfriend/partner with a hug from behind 
I enjoy receiving kisses from my 
boyfriend/girlfriend/partner 
I enjoy physical affection of receiving a high five 
or pat on the back from other people 
I enjoy greeting my friends with a hug or kiss on 
the cheek 
I feel uncomfortable changing my clothes in a 
locker room at a gym or public place 
I feel uncomfortable when a friend greets me with 
a hug or kiss on the cheek 
I feel uncomfortable when walking in crowded 
environments like hallways or dining halls 
I feel uncomfortable when people stand close to me 
at parties or restaurants 
I feel uncomfortable when a friend approaches me 
from behind with a hug or pat on the back 
I wait until the hallways are empty before I go 
somewhere 
I avoid crowded environments, like shopping malls 
or dance floors 
I dislike being in close physical proximity to 
people 
When I am at a party/bar/concert, I typically find 
myself squished right up with other people 
I am very bothered by someone brushing up 
against me when I am standing in line 
If an elevator comes but is full of people, I am 
more likely to wait for the next elevator rather than 
squeeze in 
If I am standing in a corner of an elevator and it 
fills up to the extent that the person next to me is 
touching me I am more likely to get off on an 
earlier floor than I need to 
When I ride an escalator, I tend to leave a few steps 
open between myself and the person in front of me 
rather than standing right next to that person 
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Question List for Social/Non Social Touch 
                      Social Touch 
 
I enjoy receiving backrubs  
 
I enjoy giving backrubs 
 
I enjoy holding hands with my 
date/boyfriend/girlfriend/partner 
 
I enjoy hugging my friends, family, date or 
boyfriend/girlfriend/partner 
 
I enjoy being surprised by my boyfriend/girlfriend/partner 
with a hug from behind 
 
I enjoy initiating a kiss with my boyfriend/girlfriend/partner 
 
I enjoy receiving kisses from my boyfriend/girlfriend/partner 
 
I enjoy physical affection of receiving a high five or pat on 
the back from other people 
 
I enjoy greeting my friends with a hug or kiss on the cheek 
 
I feel uncomfortable during handshakes 
 
I feel uncomfortable changing my clothes in a locker room at 
a gym or public place 
 
I feel uncomfortable when a friend greets me with a hug or 
kiss on the cheek 
 
I feel uncomfortable when a friend approaches me from 
behind with a hug or pat on the back 
 
I feel uncomfortable when people stand close to me at parties 
or restaurants 
 
I feel uncomfortable when walking in crowded environments 
like hallways or dining halls 
 
I wait until the hallways are empty before I go somewhere 
 
I avoid crowded environments, like shopping malls or dance 
floors 
 
I dislike being in close physical proximity to people 
 
When I am at a party/bar/concert, I typically find myself 
squished right up with other people 
 
I am very bothered by someone brushing up against me when 
I am standing in line 
 
If an elevator comes but is full of people, I am more likely to 
wait for the next elevator rather than squeeze in 
 
If I am standing in a corner of an elevator and it fills up to 
the extent that the person next to me is touching me I am 
more likely to get off on an earlier floor than I need to 
 
When I ride an escalator, I tend to leave a few steps open 
between myself and the person in front of me rather than 
standing right next to that person 
 
                       Non-Social Touch 
 
I like to wear a watch or bracelet(s) on my wrist 
. 
I like to go to the hairdresser/barber 
 
I like to put on lotion 
 
I like to wear chapstick/lipgloss/lipstick 
 
I like to put gel or mousse in my hair 
 
I like wearing socks at all times 
 
I like to get my hands dirty 
 
I like the feel of sand on my skin at the beach 
 
I like to ride in a car with the windows down and 
the wind blowing 
 
I avoid messy foods like sticky buns, nachos, 
cotton candy, etc. 
 
I prefer showers to baths 
 
How would you describe your clothing style?  
A. Baggy clothes that drape over my body 
 B. Loose fitting clothes C. Form fitting clothes  
D. Tight clothes that hug my body.  
 
What type of blanket(s) do you prefer to sleep 
with?  
A. A light blanket  
B. Multiple light blankets 
C. A comforter or quilt D. Multiple heavy 
blankets 
 
What is your preferred water pressure while 
showering? 
A.Light water pressure 
B.Heavy water pressure 
 
How do you feel about wearing clothes with 
tags?  
A. I cut out tags on all my clothes/only buy 
tagless clothes  
B. Tags on my clothes annoy me  
C. I do not notice the tags on my clothes  
D. I am fine with wearing clothes with tags 
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Questions List for Light and Deep Pressure Touch 
 
Light Pressure Touch 
 
Deep Pressure Touch 
I enjoy receiving backrubs  
 
I enjoy giving backrubs 
 
I enjoy holding hands with my  
date/boyfriend/girlfriend/partner 
 
I enjoy hugging my friends, family, date or 
boyfriend/girlfriend/partner 
 
When I am at a party/bar/concert, I typically find myself 
squished right up with other people 
I feel uncomfortable when people stand close to me at 
parties or restaurants 
 
I dislike being in close physical proximity to people 
 
When I am at a party/bar/concert, I typically find myself 
squished right up with other people 
 
I am very bothered by someone brushing up against me 
when I am standing in line 
 
If an elevator comes but is full of people, I am more likely 
to wait for the next elevator rather than squeeze in 
 
If I am standing in a corner of an elevator and it fills up to 
the extent that the person next to me is touching me I am 
more likely to get off on an earlier floor than I need to 
 
When I ride an escalator, I tend to leave a few steps open 
between myself and the person in front of me rather than 
standing right next to that person 
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Appendix D 
Item Analysis 1 
 
Table 1. Item Analysis 1 
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 Table 2. Item Analysis 2 
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Table 3. Item Analysis 3 
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Table 4. Item Analysis 4 
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Appendix E 
Indice Result Summary 
 
 
Indices 
Sexual  
Assault  
 
N 
 
Mean 
 
SD 
 
SE 
 
p value 
 
Passive Touch 
No 293 0.064 1.002 0.059  
.005 Yes 57 -0.329 0.929 0.123 
 
Active Touch 
No 293 0.041 1.019 0.060  
.058 Yes 57 -0.210 0.877 0.116 
 
Expected Touch 
No 293 0.017 1.026 0.060  
.418 Yes 57 -0.088 0.858 0.114 
 
Unexpected Touch 
No 293 0.069 0.996 0.058  
.003 Yes 57 -0.353 0.951 0.126 
 
Social Touch 
No 293 0.060 1.004 0.059  
.009 Yes 57 -0.306 0.931 0.123 
 
Non-Social Touch 
No 293 0.030 1.034 0.060  
.137 Yes 57 -0.152 0.791 0.105 
 
Deep Touch 
No 293 -0.003 1.045 0.061  
.852 Yes 57 0.018 0.734 0.097 
 
Light Touch 
No 293 0.057 0.997 0.058  
.016 Yes 57 -0.293 0.974 0.129 
 
Occupations  
that Involve Touch 
No 293 0.053 1.007 0.059 
 
.020 
Yes 57 -0.270 0.927 0.123 
Table 5. Indice Result Summary 
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Appendix F 
Qualtrics Online Survey: Opening Screen 
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Qualtrics Online Survey: Screen 1 
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Qualtrics Online Survey: Screen 2 
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Qualtrics Online Survey: Screen 3 
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Qualtrics Online Survey: Screen 4 
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Qualtrics Online Survey: Screen 5 
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Qualtrics Online Survey: Screen 6 
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Qualtrics Online Survey: Screen 7 
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